Che Canadian 
Medical Agsoriation Journal 


Vol. XVII 


TORONTO, SEPTEMBER, 1927 


Ain Hddress 


ON 


THE STRATEGIC FRONT OF MEDICINE TO-DAY * 


By Sim Rosert Purp, M.D., F.R.C.P. (Ep.), LL.D., F.R.C.S. (Ep.) 


Honorary Physician to His Majesty in Scotland 


T the commencement of his address the 
speaker made a brief reference to the three 
previous occasions on which the Association had 
met in Edinburgh, and to the many additional 
links which the Association had, both with the 
city and the University. He called attention to 
the goodly quota of members and office bearers, 
which the University had contributed to the 
Association during the 95 years which had elapsed 
since the Association had been in existence. Re- 
verting still further back, he recalled that Sir 
Charles Hastings, founder of the British Medical 
Association and its Journal was a graduate of 
the University. It was in 1815, a brilliant period 
in the literary and social life of Edinburgh, that 
Hastings arrived in Edinburgh after passing an 
honourable apprenticeship with Dr. Wilson 
Philip, a Fellow of the Royal College of Surgeons, 
from whom he brought letters of introduction to 
members of the Senate. He was then a young 
man imbued with the traditions of scientific 
medicine and possessed of a flair for culture and 
sport. His medical teachers included Andrew 
‘ Duncan, Gregory, Hamilton, Hope, Monro and 
Rutherford. Christison and Syme were fellow 
students, and conspicuous among his under- 
graduate activities was the prominent part he 
took in the meetings of the Royal Medical So- 
ciety, which at that date under Royal patronage 
had stood for more than half a century for the 
untrammelled discussion of things medical by 
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the senior students and young graduates. The 
lecturer then followed with an eloquent summary 
of Lister’s work and character which embodied 
the fruitful protest of a master mind against the 
hecatombs which were the despair of surgical 
practice at his time. Lister, however, did not 
stand alone. Other influences were at work 
making for the betterment of national health. 
Lister was a mighty pioneer but at the same time 


-was an expression of the spirit of his age. 


In the first half of the nineteenth century 
health conditions throughout Great Britain af- 
forded a striking parallel to the grim condition 
of hospitalism which shocked Lister. Writing 
in 1838 Dr. Southwood Smith, physician to the 
London Fever Hospital, described the districts 
inhabited by the poorer classes in London as 
filthy, dank and overcrowded, with a total lack 
of drainage; districts in which masses of putrify- 
ing matters of all sorts were allowed to remain 
and accumulate indefinitely, poisoning the air. 
Yet it was in such pestilential districts the poor 
were obliged to take up their abode where by no 
prudence or forethought on their part could they 
avoid the dreadful evils to which they were ex- 
posed. 

It was the sight of such surroundings that 
awakened the sanitary conscience of Henry 
Chadwick, who stands in a similar position to 
the development of public health as Lister does 
to the renaissance of surgery. Queen Victoria 
had just been crowned, yet so little attention was 
given to sanitation and public health that little 
more than two thousand pounds per annum was 
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devoted in Britain to their maintenance. Im- 
pelled by such a condition of affairs Chadwick, 
then 37 years of age, began his insistent enquiries 
into the sanitary condition of London and the 
health of the labouring classes throughout Eng- 
land and Wales. This led to the appointment of 
the Sanitary Commission in 1844, and the forma- 
tion of the first Board of Health in 1848, of which 
he was named one of the Commissioners. His 
labours were unceasing. Chadwick became recog- 
nized widely not only throughout Britain but 
also on the continent as the apostle of sanita- 
tion, awakening a careless public all over the 
world to the dangers they were creating for 
themselves. In France he was described as une 
des gloires de l’ Angleterre. 

In 1840 William Farr developed a system of 
registration for Great Britain which began to 
have value. In 1869 a Royal Sanitary Com- 
mission was appointed to enquire into and report 
upon the operation of the various Jaws then in 
force for promoting public health and prevent- 
ing epidemic disease. The commissioners ap- 
pointed reported in 1871, and their report was 
accepted by the Government and a Local Govern- 
ment Board for each division of Britain, was 
established. It was in the following year, at a 
great meeting in Manchester that Disraeli re- 
called the suggestion that he had made some 
years before that the words attributed to the 
wisest of mankind ‘ Vanitas vanitatum; omnia 
vanitas” must have been a misquotation, and that 
what he really said was “ Sanitas sanitatum: omnia 
sanitas.”” A wonderful address was concluded 
with the words, “‘ After all, the first consideration 
of a minister should be the health of the people.” 

In this way Lister is to be regarded as a fore- 
runner in relation to preventive medicine, and his 
work reflected and reinforced the trend of thought 
and the effort of his time. 

At the second meeting in Edinburgh the ad- 
dress in medicine was delivered by one of the 
most thoughtful physicians of his age, Dr. James 
Warburton Begbie, who took for his subject 
“The Ancient and Modern Practice of Medicine”’, 
and by way of preface quoted a remarkable ques- 
tion asked in 1852 by Sir William Hamilton, 
“Has the practice of medicine made a single step 
forward since the days of “Hippocrates?” Sir 
William himself gave a rather dubious answer to 
the question, but his answer was rebutted and 
disproved by Dr. Warburton Begbie who cited 
the notable advances of medicine at that date. 
But how much easier would be the task of re- 
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buttal to-day. The’ great wave initiated by the 
genius of Pasteur, and reinforced by the original 
work of Von Behring refreshed and stimulated 
medical thought and enquiry and directed its 
energies into channels of amazing width. The 
adaptation of the principles of scientific cleanli- 
ness and the utilization of the elemental proper- 
ties of air and light have got deep down to the 
roots of things, and have given promise in the 
realm of medicine no less extensive than has been 
realized by the acceptance of Listerism in the 
realm of surgery. It was at the last meeting of 
the Association in Edinburgh that Sir Patrick 
Manson revealed to a thrilled audience a demon- 
stration of the transmission of malaria by mos- 
quitoes. Since then advance has been made in 
every direction. Experimental investigation has 
resulted in a re-conception of glandular values. 
Not only has our knowledge greatly increased 
regarding the many problems afforded by dis- 
ease but science has placed exact methods at our 
service for estimating and dealing with them. 
By means of chemical and physiological proce- 
dures the physician is able now to throw light on 
the meaning of symptoms and changes previously 
obscure, and the department of bio-chemistry has 
emerged. 

It is, however, to the indications of change in the 
relations of our profession to the State and to the 
public that your attention is now directed. In 
Great Britain the medical profession has been 
brought into statutory relations with the local 
government of the kingdom, a change that we 
hope will have good sanitary promise. The pass- 
ing of successive public health acts, the National 
Health Insurance Act, and the Education Act 
have stereotyped progressive advance and af- 
forded fresh avenues for thought and effort. 
Outward symbols of change are to be found in 
the official notification of certain infections, the 
compulsory segregation of fevers and other cases 
in special hospitals under expert direction, the 
creation of Boards of Medical Officers concerned 
with tuberculosis, with maternity and child wel- 
fare, with venereal diseases, and with inspection 
of school children. Other evidence is yielded by 
the special curriculum of training for degrees and 
Diplomas in Public Health which has recently been 
determined upon and authorized by the General 
Medical Council, and by the fact that in our 
universities chairs have been established recently 
for special instruction in diseases of tropical 
climates, in infectious fevers, and in venereal dis- 
eases, all of which have intimate relationships 
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with the problems of prevention, immediate and 
ultimate. By the establishment of the Ministry 
of Health in England, and the Board of Health 
in Scotland, the state has now definitely shoul- 
dered a responsibility in regard to preventive 
medicine. A beginning has been made toward 
the inclusion and co-ordination under a common 
head of administrative departments in all matters 
connected with public health. It is not the 
place to discuss the completeness of the pro- 
vision or the sufficiency of details. There may 
have been a good deal of the stumbling and 
muddling which seems to be characteristic of 
progress in England, but the machine although 
cumbrous and creaking is functioning through- 
out the land, and it may be said that Britain now 
possesses the amplest machinery to be found 
anywhere for the prevention of disease. 

If the present position is relatively good it has 
been the outcome of continuous striving after 
ideals inspired in the earlier deys by individual 
thinkers and workers. We are, however, far 
from the last lap in the race. One thing is clear: 
things will not rest where they are. What is to 
be the line of further advance? What is the 


strategic front of medicine to-day? Through- 
out the ages medicine has been the champion of 
man against disease and death. Her mission has 
been expressed variously in successive centuries; 


her triumphs have been great. Looking back, it 
would appear that some 80 years ago the vision 
of medicine became enlarged and its objective 
correspondingly altered. Without dismissing 
from her care the individual sick man for whom 
medicine must always have solicitude, she has 
gradually begun to think in terms of groups and 
communities. In Britain this change of outlook 
has been hastened by the great wave of urbaniza- 
tion, which has passed over the country—a 
transfer within less than a century from 75 to 25 
per cent rural population, and from 25 to 75 per 
cent urban population. This has directed thought 
towards the common factors of disease, and has 
insensibly determined enquiry towards the pre- 
vention of disease, compelling accurate consider- 
ation of its earliest manifestations. Medicine 
has ceased to be merely a healing art. The fact 
of illness means much to the sick man; individual 
illness must have a first place in the doctor’s 
mind; yet from another point of view the treat- 
ment of the individual becomes an incident in a 
larger enterprise. Illness of all forms means more 
than it used to do, and raises far reaching ques- 
tions of cause and of remedy, the solution of 


which will lead to the prevention of similar oc- 
currences in other individuals dispersed all over 
the country. Such considerations are of parti- 
cular significance in relation to widely prevalent 
diseases such as cancer, tuberculosis, rheuma- 
tism, occupational disease, etc. Such diseases 
take time to develop. For the most part they 
are well established before they come under re- 
view by the doctor. If medicine is to be effec- 
tive in their prevention it can only be by an 
alteration in the attitude both of the doctor and 
of the patient. 

The doctor has been frequently called the 
family adviser. To what extent is this re- 
alized in family practice or in group practice? 
The introduction of panel practice has opened 
great possibilities. The panel doctor retained 
as medical adviser continues to treat illness and 
accident as before, but he has a potential in re- 
lation to persons on his panel, which if thought- 
fully used may make for prevention on a large 
scale. It is to the mutual advantage of patient 
and doctor that his physician should become a 
preventive agent for by so doing the health of 
the community will be correspondingly advanced. 
What is wanted is a scheme of intelligent pro- 
tection against disease. Why should not private 
contracts be arranged on the oriental plan of 
payment for keeping the child well. At least 
there should be common agreement as to the 
advisability of periodic physical examination on 
the lines of inspection for recruitment or life 
insurance, so that morbid tendencies or threat- 
enings of disease may be nipped in the bud. 
Some of the great insurance companies across the 
Atlantic have thought it worth while to arrange 
for the periodic examination of their policy 
holders. Prevent serious illness and postpone 
death. Why should such a system not become 
general and the family adviser be enabled to play 
his proper part in the prevention of disease? 

The ultimate goal, however, is something be- 
yond mere prevention of disease, as commonly 
understood. The negative attitude is too re- 
strictive. The final triumph of medicine will 
consist not merely in the exclusion of disease but 
in the restoration to man of perfect form and 
natural function; the attainment of smooth acti- 
vity of body, mind and soul. Biology, anatomy 
and physiology must be relied on to carry us 
further than pathology and therapeutics. If this 
greater objective is to be reached there must be 
unification of purpose throughout the forces en- 
gaged on the long strategic front. This involves 
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considerations as to the training of students of 
medicine, and of candidates qualifying for special 
diplomas, and for the nursing profession. It in- 
volves the direction and scope of medical research. 
It involves questions regarding the utilization and 
co-ordination of different grades of hospitals and 
other institutions. It involves the relationships 
of various groups of medical practitioners to one 
another, and of the general bodies of medicine 
to various departments of the public health ser- 
vice. It orients afresh the connection of medi- 
cine with the state, and makes an insistent call 
for international good will and co-operation. 

An unanswerable plea for a re-conception, 
something more than a mere re-adjustment, of 
the ordinary medical curriculum is to be found in 
the report upon the physical examination of men 
of military age by national service medical 
boards in 1917 and 1918, which can be summar- 
ized as follows: that of every nine men of mili- 
tary age in Great Britain only 3 were perfectly 
fit and healthy, 2 were upon a definitely infirm 
plane of health, 3 were incapable of undergoing 
more than a moderate degree of physical exer- 
tion, and might be described as physical wrecks, 
and the remaining man could only be described 
as a chronic invalid with a precarious hold upon 
life. 

The state and the medical profession which 
allows such findings to be possible lays itself open 
to the criticism that there is something wrong 
somewhere. The eye of the doctor has been 
insufficiently directed towards the biological prob- 
lem that health is born and should be expected; 
disease is for the most part made, and should be 
excluded. Our medical schools must turn out 
observers and thinkers on biological lines, who 
will thereby be rich in suggestion and resource. 
The natural place for observation and research is 
the worker’s chosen sphere of activity, whether in 
the laboratory or at the bedside. The questions 
which call insistently for an answer, emerge gen- 
erally at the beginning of a man’s career, when 
fancy is free and the soul untrammelled. The 
questions which stirred in the minds of Lister and 
Simpson were the offspring of recurrent thought- 
ful activity in their respective spheres. The clini- 
cal worker may or may not happen to be attached 
to a well equipped laboratory. Lister’s researches 
were conducted for the most part in his own home 
in Edinburgh and Glasgow. Simpson’s experi- 
ments on anesthetics were carried out in the 
dining room at 52 Queen Street. James Macken- 
zie’s work began at the patient’s bedside, and in 
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the consulting room of the general practitione:. 
Sound research cannot be contracted for by for- 
mal order however powerful or rich the authority 
that bids the work. 

Furthermore, now that the nation has shouldered 
the wide responsibility of both treatment and 
prevention a re-orientation of provision for treat- 
ment is necessary. The supply of hospital beds 
for persons who are seriously sick and in need of 
skilled care must be adequate in extent and fair 
in distribution throughout the country, but if 
hospitals are to have effective value in the larger 
field of prevention there must be developed fuller 
possibilities for scientific investigation and a 
more complete follow-up service in relation to 
individual patients and their environment. 

In connection with the provision of hospitals it 
must be borne in mind that in proportion as the 
preventive attitude is assumed by the medical 
profession the need for certain classes of hos- 
pitals will grow less. The time will come when 
hospitals for advanced disease and settlements for 
tuberculous wrecks will be regarded as anachron- 
isms. With widening vision the relations be- 
tween different sections of the profession will be- 
come simpler, attachment to hospital and other 
medical institutions will become more general in 
medical ranks, and the medical corps throughout 
the land will be welded by the common aim to 
conserve the health of the nation. 

The ordinary citizen needs to be educated. 
The lesson of health should begin in the school. 
There is need of popular education in the wider 
sense, and the dissemination of sound knowledge 
regarding health and the factors which make for 
disease. To avoid the difficulties and pitfalls 
attendant on sporadic propaganda, there should 
be an ordered attempt to use legitimate means 
to achieve this purpose. The press is a great edu- 
eator. Medicine must court its alliance and con- 
tribute her best to abet its efforts. 

Sir Robert Philip closed his address with a 
statement of the international aims of medical 
workers. 

The study of health as a department of the 
science of life will lead its devotees to observa- 
tions and investigations in every clime; nothing 
that influences human life is foreign to its pur- 
view. With mankind as its sphere, its aims and 
relations are world-wide, they are frankly inter- 
national. With mind and eye fixed on perfec- 
tion of form and function as the ultimate goal 
the doctor’s increasing purpose as the years roll 
on is the physical betterment of the race. 
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UNTIL 1915, cancer of the lung was referred 
to as a disease of unusual rarity, and one 
which defied clinical diagnosis. Its uncommon 
oceurrence suggested an unimportant réle in 
the study of pulmonary processes, and the 
majority of text-books dismissed the subject with 
a few lines of comment and the indication that 
these patients were doomed by an ineurable 
condition, whose nature was disclosed only at 
autopsy. However, of late there has been an 
increasing interest in malignant neoplasms of 
the lung, and the presence of cancer is found 
to be far from rare. As pulmonary cancers 
oceupy such an inaccessible region of the body, 
the diagnosis during life offers many difficulties 
unless the opportunities afforded by a well 
equipped hospital are at hand, or consultation 
with specialists skilled in bronchoscopy, as 
recommended by Chevalier Jackson, can be had. 
As one reviews the recent literature one is 
struck by the increasing number of cases of 
eancer of the lungs which are being uncovered. 
I believe we are right in saying that this in- 
crease is real and not relative, for we find in 
our own experience, and the same is true of 
many others, that, in reviewing a thousand 
autopsies upon adults fifteen years ago, a much 
smaller incidence is recorded, than that occur- 
ring in a similar number of cases in recent years. 
Boyle who in 1810 gave us the first and rather 
vague description of malignant disease of the 
lung, ineluding it as one of his six varieties 
of pulmonary phthisis, referred to it as an ex- 
tremely rare disease; and as late as 1912 Adler 
who collected 374 cases from the literature, 
persists in the statement that ‘‘there is nearly 
complete consensus of opinion that primary 
malignant neoplasms of the lung are among the 
rarest forms of disease’’. The time is at hand 
when we must completely revise our views upon 


the frequency of the appearance of pulmonary 
cancers, and we must make use of all the data 
available for an early clinical diagnosis, in the 
hope that means may be devised for its treat- 
ment. There is still great need for the careful 
study of each case, so that others may have the 
opportunity of utilizing these experiences. The 
want of adequate knowledge for the diagnosis 
of cancer of the lung was well illustrated in the 
report of Hansemann, who reviewed his finding 
of 711 carcinomata in 7,790 autopsies. Of these 
cases of malignant disease there were 156 which 
were undiagnosed, that is 22 per cent, and 
amongst these undiagnosed tumours were sixteen 
bronchial and pulmonary tumours. A careful 
search of the statistics of large hospitals reveals 
similar failures which only persistent close ob- 
servation will assist in reducing to a lower 
percentage. 

The increasing importance of cancer of the 
lung has been brought to light through the 
pathologists in making post mortem examina- 
tions. But even with these statistics at hand, 
our knowledge respecting the frequency with 
which these tumours make their appearance is 
very incomplete. Although the literature con- 
tains reports of well over 700 cases of cancer 
ct the lungs, these are scattered over the years 
from 1878 to the present. In the early years to 
1900 the reports were infrequent and the in- 
cidence averaged about 0.08 per cent of all 
autopsies. Barron points out that the increase 
in the number of primary lung tumours has 
been very definite as may be inferred from the 
incidence cited by different authors in succeed- 
Rheinhardt, 1878, found lung 
caneer in 0.057 per cent of all autopsies; Fuchs, 
1885, 0.065 per cent; Paessler, 1894, 0.083 per 
cent; Wolf, 1894, 0.223 per cent; Oerstrom, 
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1907, 0.31 per cent; Briese, 1916, 0.46; and 
Barron, 1922, 0.9 per cent. This continued rise, 
however, is not to be noted equally in all 
localities, and we still have reports from isolated 
large hospitals in which the autopsies are repre- 
sentative of the wide field of medicine, where 
the frequency of primary lung tumours still 
remains in the neighbourhood of, or less than, 
0.2 per cent of the autopsies performed. Re- 
membering that cancers in general are discovered 
at autopsy in about 10 per cent of all cases, 
this gives the lung tumour a proportion of 2 
per cent of all malignant tumours found. 

In our own series of autopsies of which we 
have accurate records from 1910 to 1927, we 
find twenty-four cases of carcinoma of the lung 
in a total of 2,900 necropsies. This is equal to 
0.82 per cent of all cases. This series may be 
divided into two groups inasmuch as the first 
thousand cases, during the period from 1910 to 
1920, were performed at Pittsburgh, and in this 
group there were five cases of cancer of the lung. 
The second group dating from 1921 to 1927 and 
numbering in all 1,900 autopsies contained the 
records of nineteen cancers of the lung. In all 
these cases not only do we possess the records 
and the accurate descriptions of the lesions in 
the individual cases, but we also possess th? 
microseopie sections from each. In another 
series of cases, antecedent to 1910, but of which 
the individual records and specimens are no 
longer available to me, I find that I observed 
only two eases of carcinoma of the lung in 1,000 
cases. In our own experience it is evident that 
primary malignant disease of the lung is much 
more frequently encountered during recent 
vears than in the past, and we have no reason 
to believe that the type or character of the 
cases which were admitted to the hospitals in 
the three different cities varied to any great 
extent. In each instance the hospital was a 
*‘veneral’’ one admitting adults, and was not a 
special institution devoted to a particular type 
of disease. Of these twenty-four cases twenty- 
one were males and three were females. The 
youngest was twenty-seven years of age, the 


oldest sixty-six years with an average age of 


fifty years. There were seven cases over sixty 


years of age. A clinical diagnosis of primary 
malignant disease of the lung had been made in 


about half of the cases. 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


ETIOLOGY 


Similar difficulties confront the discussion of 
the etiology of cancer of the lung to those en- 
countered in the investigation of malignant 
disease in other portions of the body. Nothing 
definite can be stated as to the manner in which 
these tumours arise, and from our records we 
are unable to suggest any relation between the 
occupation of the individual and the develop- 
ment of the lung tumour. In the majority of 
instances the men belonged to the labouring 
class in diverse occupations. One was a miner, 
two were glass workers, and another was a metal 
polisher. There is nothing significant, however, 
in this small group of cases to suggest that the 
character of the occupation predisposed any 
individual or class of individuals to the danger 
ot a pulmonary neoplasm. 

Some authors have indicated the possible 
influence of influenza in causing peculiar 
changes in the lung tissues which might predis- 
pose the structure to the development of a new 
growth. We find that four of these cases gave 
a history of an attack of acute influenza; three 
others had suffered ‘‘gassing’’ during military 
service; two had tuberculous lesions, and one of 
the individuals had suffered from chronic asthma 
for some years. Here again the numbers are 
too small to point to any particular type of 
antecedent disease as a factor in bringing about 
malignant tissue changes. I would, however, 
eall attention to the point that we cannot 
entirely ignore the influence which certain 
respiratory diseases have upon the tissues of the 
lung, causing them to assume new qualities 
which are often materially different from the 
normal. This is particularly true in the fibros- 
ing pneumonias and broncho-pneumonias asso- 
ciated with influenza and gas poisoning, while 
it is also occasionally encountered in the atypical 
forms of pneumonia of which there were five 
eases reported in our series. These chronic 
diseases of the lung cause considerable distor- 
tions of the parenchymatous tissues as well as 
of the bronchi leading to them, and with such 
altered states a new environment is developed 
around the epithelial structures. In general, 
when speaking of the effect of trauma and 


chronic injury in bearing an influence upon the 
development of cancerous processes, we have in 
view the effect which these peculiar injuries have 
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in changing the qualities of the tissues, which 
then influence susceptible cells and structures 
in their neighbourhood. Trauma per se does 
not directly lead to a tissue alteration wherein 
malignant qualities are assumed, but it is 
only through the successive changes, inflamma- 
tory in kind, which result through the effect of 
the trauma which greatly alter the stability of 
tissue co-ordination. Hence, 1 am not disposed 
to minimize the influence of a variety of pul- 
monary processes in their relation to subsequent 
tissue changes assuming malignant characters, 
particularly when they are chronic in character. 
Concerning this I am the more impressed with 
the findings of Maud Slye who has shown that 
pulmonary adenoma and eancer are not un- 
common in eancer-bearing mice. In some in- 
stanees these new growths in the lower animals 
are associated with the presence of various 
parasitic irritants. 

Some years ago Haythorn pointed out that 
pulmonary disease associated with chronic 
bronchitis may give rise to a complete change 
in the characters of the bronchial epithelium. 
In fact it is to be noted that in elderly people 
suffering from the chronic respiratory diseases 
a varying amount of metaplasia is quite fre- 
quently encountered. This is more particularly 
to be observed where the bronchial wall has 
also suffered a bronchiectasis, but in which the 
infection so commonly lodging in them, has not 
led to a complete destruction of the lining mem- 
brane. The change from the ciliated columnar 
epithelium to the stratified squamous variety is 
accomplished with ease in the bronchial tubes. 
Even keratinization of this stratified squamous 
epithelium is commonly observed. I draw atten- 
tion to these details that we may better appre- 
ciate the possibility of certain extraneous 
- influences playing a part in preparing the way 
for the appearance of new growth within the 
pulmonary tissues. 

For many years an unusual incidence of 
carcinoma of the lungs was reported from a small 
mining town Schneeberg in Silesia. In this 
community there are about 700 miners at work 
in the shafts of the neighbouring mines from 
which cobalt, nickle and bismuth are taken. In 
the majority of instances the miners are drawn 
from the native population and there is very 
little shifting of the men who are employed. 
It was found that there was an unusually high 
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mortality amongst the miners from pulmonary 
tumours. In fact it was claimed that 75 per 
cent of the deaths amongst all miners was due 
to carcinoma of the lung. The condition, it was 
found, arose only amongst those who had been 
employed in the mines for a considerable period 
of time, while the junior workers at this oceupa- 
tion rarely suffered from the condition. Un- 
fortunately the diagnoses in the earlier cases 
which were reported were determined solely 
upon clinical grounds or upon macroscopic ex- 
amination of the lung specimens. Later, 
Wagner studied a number of these cases and 
claimed that the condition was not one of 
carcinoma but that of lymphosarcoma. Further- 
more, it was suggested that the lesions which 
were encountered did not result from the metals 
which were refined for export, but were the 
outcome of the presence of a certain quantity 
of arsenic which was present in the ore. How- 


ever, the matter even at the present is not satis- 
factorily explained inasmuch as it is stated that 
some of the suspected cases were not suffering 
from malignant disease of the lungs, but had 


acquired a severe grade of pneumokoniosis 
which not uncommonly in its gross appearances 
has some resemblance to true neoplasms. In 
1922 the Committee on Cancer Research in 
Saxony undertook to re-investigate this problem. 
They examined 154 Schneeberg miners by means 
of the x-ray. During the succeeding four years 
twenty-one of these men died, and thirteen of 
them were found to have carcinoma of the lung 
at autopsy, while in two others the condition was 
suspected although it could net be verified in the 
absence of an autopsy. During this investiga- 
tion 362 individuals from the same neighbour- 
hood, but who were not employed in the mines 
were also examined by x-ray, and in none of 
them was a condition resembling lung tumour 
found. Schmorl made a careful study of eight 
lung tumours from the Schneeberg district and 
confirmed the diagnosis of carcinoma. No ease 
of lymphosarcoma was encountered as had 
previously been diagnosed by Wagner. It was 
also noted that the lungs of these miners show 
a constant though varying amount of pneumo- 
koniosis, arising no doubt from the stone dust 
during the mining operations. This dust it is 
stated is slightly radio-active while the air of 
the mines is strongly so. 

The presence of a certain proportion of 
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malignant disease of the lungs amongst miners, 
who, because of the nature of the ore-bed, develop 
during the routine of their work a severe grade 
of pneumokoniosis, has a great interest to us in 
Ontario in relation to the extensive develop- 
ment of mines, and the contact by the miners 
with various radio-active metallic and inorganic 
substances. Pneumokoniosis is not an unknown 
condition in Ontario and is one which requires 
the greatest care and supervision to prevent it 
affecting a large proportion of the mine workers. 
There is no indication that the lesions which are 


induced in the lungs by the silica, which is so 


prevalent in the rock of northern Ontario, leads 
to the development of malignant disease. Its 
greatest harm appears to be in the production 
of a fibrosis in the lung tissues with only slight 
influence upon the epithelium of the bronchi or 
lungs. Nevertheless, secondary conditions may 
occasionally arise in these fibrosed lungs. which 
may have an influence upon certain structures 
and lead to subsequent appearance of neoplastic 
disease. We are justified in expressing a 
warning that some types of chronic disease 


which have a definite influence upon the pul- 
monary tissues may so affect some of the finer 
components of the pulmonary structure that 
these may become distorted in their biological 
relationships, and that occasionally this aberra- 
tion will assume the nature of a malignant new 


growth. In this respect these pulmonary con- 
ditions which are encountered in Ontario bear 
some resemblance to those of South Africa. It 
is true, however, that although a considerable 
amount of miners’ pneumokoniosis is prevalent 
in some of the districts in South Africa, there 
does not appear to be an uausual incidence of 
pulmonary carcinoma in that colony. The 
quality of the dust is a more important factor 
than the quantity, and in view of the results of 
Carrel and more recently those of White and 
Brebner, it would appear that arsenic in very 
minute juantities possesses a peculiar property 
of stimulating tissue growth and even of induc- 
ing malignant new growths in lower animals. 
Primary lung tumours occur in much greater 
frequency in some species of lower animals than 
in man. Tyzzer who has called attention to the 
frequency of the neoplastic growths in the lungs 
of mice, found fifty-two lung tumours amongst 
eighty-three primary growths occurring in 
seventy mice (several mice having multiple 
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tumours) ; that is, 62 per cent of all the tumours 
in these animals arose in the lung, and 74 per 
cent of the mice possessing primary tumours 
showed these to have arisen in the lung. A 
similar high incidence of lung tumours in mice 
has also been demonstrated by Haaland, Slye 
and others. 

Besides the great frequency of primary 
neoplasms in the lungs of mice, we find that 
authors have shown their not uncommon ap- 
pearance in other animals. Thus Sticker finds 
the incidence of these new growths in 39 per 
cent in the lungs of horses, 3.7 per cent in 
cattle, 1.3 per cent in dogs, 14 per cent in sheep 
and 14 per cent in cats. Hence with our more 
recent finding of a fairly high incidence of 
primary tumours of the lung in man amounting 
to from 4 to 10 per cent of all primary tumours 
the comparison with the incidence in lower 
animals bears a close relation. Fox has shown 
that what is true for domestic animals is also 
the case in regard to wild animals. It must be 
recollected, however, that what is referred to 
by various authors as primary neoplasms of the 
lung includes a variety of types of neoplasms 
and do not all refer to carcinomata. The pul- 
monary tumours in lower animals differs some- 
what in character from those observed in man, 
many of them having the character of adenomata 
which only possess local malignancy within the 
lung tissues. Many of these do not metastasize. 
The manner in which these tumours in animals 
take their origin is far from clear, but it 
has been noted that a considerable proportion 
arise from the bronchial mucosa, and a few it is 
stated have their origin in the epithelium lining 
the alveoli. 

Slye states that hereditary influences show a 
marked relation to the occurrence and character 
of the lung tumours in mice, and she noted that 
out of 150 cases studied, there was a tumour 
ancestry in 146, and only nine of the cases ap- 
peared in mice without such tumour ancestry. 
In other words, mice without a cancer ancestry 
seldom show in the lungs any reactions which 
have as their sequel undue proliferative re- 
sponses tending towards cancer. She finds in 
the mice with a cancer ancestry that various 
forms of inflammatory processes are prone to 
pass beyond the limits of a simple, inflammatory 
reaction to the formation of cancerous growths. 

In late years the suggestion has been made 
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that certain persistent irritants of the respira- 
tory mucosa play a definite part in the develop- 
ment of cancer. Some attribute the increased 
incidence to cigarette smoking, but we have no 
direct evidence in support of this view. Others 
have drawn attention to the irritating effect of 
the polluted air of modern cities. Not only does 
the air contain considerable quantities of dust 
from our streets, but also masses of unburnt 
carbon containing phenols and tar products, as 
well as gases from the incomplete combustion of 
motor ears. It is true that the cancer incidence 
of the lungs shows a parallelism with the in- 
creased use of gasoline engines, but we have no 
data that these two are in any way related. 


PATHOLOGY 


There is a great variation in the size and the 
appearance of the human carcinomas of the 
lung. In our series of twenty-four cases, 
thirteen arose on the right side, ten on the left, 
and one was bilateral. Ten lay in the structures 
of the upper lobe, eight in the lower, five were 
stated to have their location at the hilum, while 
one had scattered nodules through the lobes on 
both sides. The tumour mass varied greatly in 
its size; the smallest one which was encountered 
measured 2x 2x1 em., and formed a projecting 
mass into the bronchus of the right lower lobe 
and infiltrated only to a slight extent the tissues 
about the bronchus. This tumour, nevertheless, 
gave rise to secondary growths in the neighbour- 
ing lymphatics and the liver, kidneys and 
adrenals. On the other hand, the largest tumour 
measured 24x 17x12 em., and occupied almost 
the entire structure of the right upper and 
middle lobes producing metastases in the 
opposite lung, lymph nodes, liver and abdominal 
lymph glands. These tumour masses are usually 
white in colour and the larger ones are soft 
and marrowy and at times show the presence of 
a cavity. As far as we were able to determine 
twenty-three of the twenty-four cases had their 
origin from the bronchial structures, and not 
from the parenchyma of the lung. Two of them 


appeared to have had their crigin in the mucous 
glands of the bronchial wall, and the tumours 


in these cases were softer and more slimy in 


consistency than those which arose from the 
The metastases from these 
Weller 


bronchial mucosa. 
tumours also were slimy and soft. 
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believes that this type of carcinoma is much 
commoner than is here stated. 

It is sometimes impossible to accurately de- 
termine the exact point of origin of the 
pulmonary tumours because the great size of 
the growth has obliterated the tissue landmarks. 
But as the majority of these neoplasms begin 
in the larger bronchi, the fungoid and uleerating 
growth within its walls may still be recognized. 
The majority of these tumours form a localized 
mass at the hilum of the lung and only invade 
the pulmonary tissues by extension to them 
through the lymphaties. We have encountered 
these tumours arising from the primary or 
main bronchus of the lung in which the tumour 
lay outside of the pulmonary structures and was 
overlapped by the lobes as the tumour continued 
to occupy a larger space. At other times, how- 
ever, the point of origin occurred within the 
secondary or tertiary divisions of the bronchi so 
that the tumour mass lay within the lung tissue 
itself, but almost always it occupied a place 
closer to the midline of the chest than to the 
exterior. We have never encountered a ear- 
cinoma which seemed to rise from the finest 
bronchioles and lie in the peripheral and sub- 
pleural structures. It is true of course that with 
the progressive growth of a tumour within the 
lung, the pulmonary tissues may be displaced 
until the tumour occupies almost the entire lobe. 

Even in the early stages of development, a 
tumour beginning in one of the bronchi causes 
a distortion of the wall and the lumen to such 
a degree that obstruction to the passage of air 
and to the evacuation of mucus is brought about. 
It was not uncommon to observe local collapse 
of portions of the pulmonary tissues (nine 
cases), improper drainage and abscess forma- 
tion (eight cases) or complete obstruction of 
the lumen (seven cases). This partial or com- 
plete obstruction to the bronchi is liable to lead 
to broncho-pneumonia (eighteen cases) which is 
so commonly the immediate cause of death. 

In only one case were metastases in distant 
organs wanting. This was the case showing 
multiple pulmonary nodules, the largest of 
which were about 2 em. in diameter. In this 
instance the tumours were made up of cells 
varying in character from a cuboidal to flattened 
masses, suggesting a squamous character with- 
out, however, showing any evidence of keratiniza- 
tion. In the remaining twenty-three eases the 
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peri-bronchial glands were most commonly in- 
volved in secondary new growth (eighteen 
eases), the liver showed metastases in ten cases, 
the mediastinal lymph nodes and adrenals nine 
eases each, the retroperitoneal lymph nodes 
eight cases, the kidneys, lungs and ribs six cases 
each, and the pericardium, vertebra, pleura and 
brain three cases each. Besides this, seattered 
nodules were found in other organs and tissues 
in a number of cases. It is probable that bone 
metastases are more common than indicated in 
this series, but the opportunity of carrying out 
a complete search of the osseous system at 
autopsy is seldom available to us. In one of our 
eases Dr. A. E. MacDonald was able to demon- 
strate a metastasis in the body of the sphenoid 
bone. It is clearly evident, however, that 
epithelial tumours of the lungs are highly 
malignant, and differ in this respect from many 
of the pulmonary tumours in animals which 
show only a local malignancy. 

Various classifications of pulmonary tumours 
have been offered by many authors, but on th> 
whole they have served little purpose. These 


classifications have largely been determined by 
the character of the cells which composed the 
tumour mass or their metastases. One cannot be 
impressed by the validity of such classifications 
because it is a striking feature in cancers of the 
lung, that the cell characters vary considerably 


within the same specimen. It is not uncommon 
to find that a cancer of the lung will show 
squamous characters in some regions, cuboidal 
cells in others, while a polyhedral mass of cells 
may compose the larger and denser masses; in 
fact it is probable that the presence of the latter 
type of cells aggregated into dense clusters, and 
forming large plaques or alveoli have given rise 
to the diagnosis of sarcoma of the lung. Where 
the tumour is not carefully examined in all its 
portions, a wrong impression may easily be ob- 
tained as to the character of the cells composing 
the tumour. In our series of twenty-four cases, 
five of them showed metaplasia, wherein a 
squamous and partially keratinizing structure 
was developed. This abnormal type of cell is 
not indicative of the region from which the 
tumour had its origin for in agreement wiih 
Haythorn and Kaufmann we find that meta- 
plasia of any portion of the bronchial and 
parenchymatous epithelium may give rise to 
this partieular epithelial type. Metaplasia of 
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the bronchial and alveolar epithelium is easil: 
accomplished under the influence of chronic in- 
flammation, or conditions in which the particular 
cells are existing in an altered environment. 
The latter state Hansemann speaks of as a 
histological accommodation, and Adami refers to 
as adaptation. The chronie inflammatory pro- 
cesses which may influence remaining islands of 
epithelium may be tuberculous in nature, or 
chronic infections in bronchiectasis, bronchitis 
or fibrosing pneumonias. Investigators in the 
study of metaplasia have noted that the 
bronchial mucosa was one of the tissues 
suseeptible to chronic irritants giving rise to 
new morphological and functional characters to 
the cells. 

The majority of the lung tumours show an 
alveolar arrangement of the tumour eells in 
which cuboidal, polyhedral, cr compressed and 
stratified cells may be observed in neighbouring 
fields. We believe that all of these qualities may 
be assumed by tumours from the bronchial 
mucosa. It has appeared to us that the tumours 
which seem to have their origin from the 
mucous glands of the bronchi and which tend to 
lie to the outer border of the bronchial wall, 
possess more typical gland structures and main- 
tain cylindrical characters in their cells to a 
greater extent than is observed with the tumours 
arising from the lining membrane of the bronchi. 
Such tumours arising from mucous glands are 
quite infrequent; Weller has collected a number 
of them. 

From the histological analysis of pulmonary 
tumours alone we have found it quite impossible 
to distinguish those arising from the bronchial 
mucosa from those having their origin in the 
alveolar epithelium. It is evident to all who 
have studied the lesions in fibrosing pneumonia 
that the epithelium of the air sacs changes its 
characters quite readily, and will assume 
cuboidal qualities whenever thie air sac is thrown 
into disuse. It has been suggested by Ewing 
and others that the so-called nodular form of 
pulmonary cancer wherein multiple small masses 
are scattered through both lungs, have their 
origin from the pulmonary alveoli. The manner 
of distribution suggests that possibly one is 
dealing with multiple primary foci arising in 
injured alveolar structures, for in,some of them 
the new growth appears to arise as papillary 
projections within the air saes which eventually 
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fill them and then invade the neighbouring 
struetures. In the single case of nodular car- 
cinoma of the lung, which is encountered in our 
series we observed these alveolar changes, but 
we also noted that the tumour masses were com- 
posed of cuboidal and pleomorphic epithelial 
cells, individually simulating cells which were 
noted in the tumours arising from the bronchial 
mucosa. I do not feel that the point of differen- 
tiation need be stressed, for the epithelial lining 
of the respiratory tubes and alveoli have a 
common parentage. This type of tumour, how- 
ever, which is unusual, offers much greater 
difficulty for clinical diagnosis inasmuch as no 
single large mass exists in any portion of the 
lung structure, and there is an absence of a 
localized mass in the mid-portion of the chest. 
In some eases, as in our own, the diffuse nodular 
type of tumour presents areas of such minute 
localization that local or other manifestations do 
not appear clinically. 

Inasmuch as the majority of the cancers of 
the lung arise in relation to the larger bronchi 
there is need for differentiation of the malig- 
nant group from benign papillomas. This dif- 
ferentiation can be made only by histological 
means and Chevalier Jackson calls attention 
to the value of bronchoscopy to obtain a small 
portion of the mass for such study. This he 
tells us has been applied in a practical manner 
in his own clinic. 

In our series, fourteen of the cases were as- 
sociated with pleural effusions in three of which 
blood staining of the fluid was evident. Dila- 
tation of the bronchi beyond the area of 
bronchial involvement was evident in ten cases 
in all of which a muco-purulent fluid had ac- 
cumulated. Where this purulent process ad- 
vaneed to abscess formation, and had also 
resulted in a necrosis of some of the tumour 
mass, a foul-smelling cavity was encountered. 
Bacteria of various kinds were met with in 
these infections, including spirochetes of differ- 
ing morphology which may account for the 
fetid necrosis which was present in some of 
them. 

In our series of cases we have not found that 
tuberculous processes have played a part in the 
beginning of the cancerous process. Although 
tuberculosis was present in two of our cases, 
one of them was of the miliary type with no 
chronic lesion close to the new growth and in 
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the other instance the chronic tuberculous pro- 
cess was present in the opposite lung giving 
rise to a secondary tuberculous broncho-pneu- 
monia. Ewing stresses the importance of 
chronic tuberculosis in the etiology of pul- 
monary cancers as he has encountered them. 

We have not encountered a case of primary 
sarcoma of the lung which could be proved to 
our satisfaction. As we have indicated above 
some of the carcinomatous processes may re- 
semble sarcomatous tissue very closely and we 
believe that some of the cases which have been 
described as small round cell sarcoma, lympho- 
sarcoma or mixed cell sarcoma are of epithelial 
and probably bronchial origin in which a 
change in the cell type had occurred so that 
the resemblance to the original character of 
the epithelial tissues had been lost. We have 
found, however, that careful study of the ex- 
tending borders of these tumourous processes 
and the metastases give another interpretation 
and a clue as to the tissue from which the 
tumour had its origin. In reviewing the litera- 
ture upon primary sarcoma of the lung Ewing 
arrives at the conclusion that ‘‘only a minority 
of reports present sufficient evidence to justify 
their separation from the diffuse carcinoma.”’ 

Fishberg states that ‘‘nearly all patients with 
malignant growths in the chest cough and ex- 
pectorate sputum. It is important to think of 
a pulmonary neoplasm, when a patient in the 
eaneer age showing no symptoms of cardiac, 
renal or arterial disease begins to cough and is 
short-winded. In the patients who have passed 
middle age, pain in the chest with or without 
pleural effusion is suggestive. Patients with 
enlarged tuberculous glands in the neck hardly 
ever show signs of active disease in the lungs, 
but when the glands are malignant we have ex- 
tensive changes in the lungs.’’ 


When malignant disease in the pulmonary 
tissues has once become established the prog- 


nosis, at the present time, is hopeless. In our 
series the duration of life after pulmonary man- 
ifestations had made their appearance varied 
from one month to three years. In the majority 
of instances the duration averaged seven months 
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OF ACUTE 


YELLOW ATROPHY OF THE LIVER 


By C. P. Howarp, B.A., M.D. 


From the Medical Wards of the Montreal General Hospital, Montreal 


Y interest in acute yellow atrophy of the 

liver was recently aroused by the occurrence 

of three cases of this rare disease in the medical 

wards of the Montreal General Hospital during 

a period of thirteen months. Prior to this I 

had seen but one case during twenty-five years 
of hospital activities. 

In 1880, J. Wickham Legg’ wrote in his 
monograph: ‘‘It is agreed on all hands that 
acute yellow atrophy is one of the rarest diseases 
known to man.”’ 

This statement has received abundant support 
by other clinicians both in Europe and in 
America. In the London Fever Hospital, among 
the 25,700 admissions during a period of nine 
years, there was only one case.* Ewald in his 
text-book of 1913, states according to Umber* 
that in the previous fifteen years, no case of 
acute liver atrophy had occurred in the hospitals 
of Berlin. In two large Dresden hospitals, 
during a period of seventeen years (1902-1919) 
there were only nine cases, according to Schubert 
and Geipel,* who report seven cases in sixteen 
months during 1920-21. 

At the Johns Hopkins Hospital in Baltimore, 
among 28,000 medical admissions, during a 
period of twenty-three years, there were but 
three proven cases.° In my fifteen years at the 
University Hospital of the State University of 
Iowa, I did not recognize a single case among 
the 13,205 medical cases. One patient in the 
surgical service of Dr. C. J. Rowan, I had the 
privilege of examining, and have since been in- 
formed that the diagnosis was verified at 


autopsy. According to Rolleston® only 450 
eases could be collected from the literature by 
Best up to the year 1903. Stengel and Kern’ 
estimated that up to the year 1920, there were 
only some 500 cases in the medical literature of 
the world, which would signify but roughly 
fifty more cases reported in the intervening 
seventeen years. We were, therefore, not a little 
surprised to find that during the past fifteen 
years (1911-1926), among the 24,944 medical 
admissions to the Montreal General Hospital, 
there were seven cases of acute yellow atrophy. 
A search through the literature of the last ten 
years reveals the interesting fact that in Europe 
too, since the beginning of the World War in 
1914, acute yellow atrophy was by no means 
such a rare disease. Naturally, this relative in- 
crease means one of two things: firstly, either an 
improvement in our diagnostic methods, or 
secondly, an increase in the predisposing and 
exciting factors responsible for this disease. 
While no doubt there has been some advance in 
hepatic diagnostic methods during the past 
decade, we believe the main reason is the sudden 
generalization of some at least of the predispos- 
ing factors, namely gastro-intestinal catarrh 
from improper food, syphilis of the army life, 
and the physical and mental depression from 
the greatest war of all time. In support of this 
belief, we quote from some of the recent publica- 
tions. 

Silbergleit and Foeckler® report thirteen cases 
during a three months’ period in the syphilitic 


wards of a military reserve infirmary at 
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Ingolstadt. Herxheimer and Gerlach® studied 
in 1921, six eases from the Pathological Institute 
at Wiesbaden, four of which occurred in the war 
period and two in 1919: they quote Schmorl of 
Dresden as having noted an increase in the in- 
cidence of this disease in recent years, twelve 
eases having occurred between January, 1917, 
and April, 1921. Hart? was also struck with 
this greatly increased incidence and agrees with 
Umber and Strauss that the improper food 
available during the war produced a lowering 
of the resistance of the gastro-intestinal tract, 
and so a gastro-intestinal ecatarrh and infection 
of the biliary tract. Lepehne™ saw in a short 
period of 1921 as many cases as were formerly 
seen in years, and points out that the increase 
during the world war was parallel with the 


increase in benign catarrhal jaundice: he also. 


suggests that the alteration in the character of 
the food may have produced a diminished re- 
sistance of the intestinal canal and so an easier 
hematogenous infection. 

Finally Umber, in his service at the 
Charlottenburg Hospital of Berlin, noted an 
inerease in the incidence of hepatic disease from 
3.2 per cent of the total admissions in 1913 to 
4.7 in 1920. In 1913, among 84 cases of liver 
disease, there was no case of acute yellow 
atrophy, while in 1920 among 200 cases of liver 
disease, there were seven and in 1921 among 
149 cases there were 11 patients with acute 
yellow atrophy. He suggests that the presence 
of glycogen in the liver is a protection for the 
liver cells against various hepatic poisons and 
that the glycogen starvation of the population of 
Germany during the war period, may account 
for the increased number of cases of autolysis 
of the liver. 

Before discussing the possible reasons for the 
increased incidence in Montreal, let us first 
report briefly the seven cases and let me at this 
point acknowledge by indebtedness to the late 
Dr. W. A. Molson and to Drs. C. A. Peters and 
A. H. Gordon for the privilege of reporting five 
of them. 


CAsE 1 


Miss N. A.,: age 26; maid servant. Admitted 
January 2, 1912. She complained of nausea, 
vomiting and pain in the stomach. 

Family History was negative. 

Personal History.—Patient had measles, per- 
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tussis, and ‘‘rheumatism’’ in childhood and 
quinsy in 1908. 

Present Illness began December 20, 1911, 
with anorexia and headache. The following day 
she vomited and had ‘‘soreness’’ in the upper 
abdomen which increased so that finally she had 
to go without corsets. The vomiting and epi- 
gastric distress persisted till her admission. 
Loss of weight was 7 lbs. Bowels constipated. 
No jaundice or hematemesis. Amenorrhea for 
past two months. 

Physical Examination.—Temperature 98.4° F. 
Pulse 96. Respirations 20. The only positive 
features were reddening of the pharynx and 
tenderness in the epigastrium. Relative hepatic 
dullness extended from the fifth rib to the costal 
margin. No jaundice. January 8th—January 
23rd: vomiting and epigastric pain persisted in 
spite of gastric lavage. January 23rd: occult 
blood now found in vomitus. February Ist: 
urine contained large amount of albumin and 
bile. February 12th: uterus curetted because 
of possible pregnancy; three days later passed 
small fetus. February 20th: marked neuro- 
retinitis. Patient toxie and irrational. Brownish 
green loose stools since February 7th. Liver 
dullness reached only to seventh rib. February 
27th: no vomiting since February 14th. Tem- 
perature ranged between 98° and 102.2° F., 
with pulse from 100 to 130. Relative hepatic 
dullness now only from fifth to seventh rib. 
March 3rd: tenderness over liver, but almost 
total disappearance of liver dullness. Pulse 
rapid and weak. Temperature 100°-101° F.; 
respiration 26-40. Patient irrational with incon- 
tinence of urine and feces. Urine contained 
much albumin and blood. March 16th: signs of 
pneumonia at right base. March 22nd: during 
last four days liver dullness disappeared. Died 
thirteen weeks after onset of illness. 

The clinical diagnosis was, pernicious vomit- 
ing of pregnancy; acute yellow atrophy of the 
liver complicated by nephritis and _ broncho- 
pneumonia. 

No study of blood or urine chemistry was made. 
No post mortem report was found, but the clinical 
course was so characteristic as to leave no doubt 
as to the correctness of the diagnosis. 


CasE 2 


Miss W. M.: age 36; teacher. Admitted 
September 13, 1918. Complaints: delirium. 
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Family History was negative, except that both 
grandparents were supposed to have died from 
some liver trouble. 

Personal History.—Patient was never robust 
and suffered from ‘‘bilious headaches’’ for years 
but had had no definite illness. 

Present Illness began two weeks before ad- 
mission with nausea and vomiting followed by 
jaundice. Suddenly a day or two before ad- 
mission, she became violently delirious. 

Physical Examination by Dr. Gordon. Tem- 
perature 98.1° F. Pulse 72. Respiration 20. 
Blood pressure: systolic 130; diastolic 80. 
Patient was a moderately nourished young 
woman deeply jaundiced and unconscious. At 
short intervals she uttered screams and drew up 
her legs, and thighs on to the abdomen. The 
liver dullness extended from the fifth to the 
seventh rib in the right parasternal line. The 
only other positive features were: slight oedema 
of legs, a hazy left optic disk, and an indefinite 
bilateral Babinski. The urine was acid, 1030, 


albumin +, bile ++ and many granular casts. 
In spite of hot packs, 5 per cent glucose sub- 


cutaneously, and bromides, the temperature con- 
tinued to rise until 6 p.m. of the 14th when it 
registered 107.1° F. Clinical Diagnosis: acute 
toxie hepatitis. 

Autopsy showed general jaundice; multiple 
subserous peritoneal, thoracic, pericardial, and 
gastro-intestinal hemorrhages; acute yellow 
atrophy of liver; nephritis, chronic (acute?) 
pulmonary congestion and edema; right fibrous 
pleuritis. The liver weighed 800 grm. but 
looked smaller. The capsule was wrinkled 
especially over left lobe. On section it cut with 
increased resistance. The left lobe was yellow 
but the right was a mottled yellow and pink. 
The markings were obliterated. Histologically 
there was no normal liver substance. Only the 
framework of the portal trabecule, the walls of 
the sinusoids, and the blood vessels; in places the 
swollen vacuolated granular liver cells remained. 
In most places there remained only granular 
detritus and yellow pigment. There was no 
increase in the fibrous tissue and few infiltrating 
cells due apparently to the rapid dissolution. 


Case 3 


J. C.: age 26; farmer. Admitted June 23, 


1920, complaining of jaundice and loss of 
appetite. 
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Family History was negative, except that the 
father died at age of 32 from 
tuberculosis. 

Personal History.—He had measles and pneu- 
monia in childhood and gonorrheea at 24 years. 
He used tobaceo to excess. 

Present Illness began about May 15th, five 
weeks before admission, with general malaise, 
loss of appetite, and constipation, then vomiting. 
Jaundice was first noted on June 2nd. The 
vomiting persisted and jaundice increased. 
Clay-coloured stools were noted on June 14th. 
In two weeks prior to admission he had lost 
25 lbs. 

Physical Examination—He was a muscular 
man, mentally clear, and alert. Pulse 72. Tem- 
perature 98° F. Blood pressure: systolic 135; 
diastolic 90. The only positive features were, 
deep jaundice, pyorrhea alveolaris, and slight 
tenderness in the epigastrium and gall bladder 
region. June 24th: urine, specific gravity 1020, 
acid, albumin +, bile +++, granular and 
epithelial casts. Stool: oceult blood. Wasser- 
mann +++. Spinal fluid negative except for 
blood. June 24th to 27th: pulse 74 to 88. 
Temperature 98°- 99.4° F. On June 27th he be- 
came suddenly delirious. June 28th: blood 
pressure was systolic 175; diastolic 100. Blood 
urea negative, 28 mg. per 100 cc. Creatinine 
1.9 mg. per 100 ec. He developed Cheyne- 
Stokes breathing, bloody urine with large 
amounts of albumin and bile and died on June 
29th. No clinical diagnosis was made. 
and tyrosin were not searched for. 

Autopsy.—Acute yellow atrophy of the liver. 
Subserous hemorrhages in epicardium, duo- 
denum and jejunum; deep jaundice. The liver 
weighed 940 grm. There were no adhesions and 
the surface was irregular, yellow in colour with 
large and small reddish areas. The capsule was 
finely wrinkled especially over the left lobe. The 
organ was flabby in consistency with softer 
areas where the atrophy was more extreme. On 
section the left lobe was pale brownish red and 
more necrotic than the right. No sections were 
available. 


pulmonary 


Leucin 


Case 4 


Miss A. B.: age 16; occupation not given. 
Admitted September 5, 1921. Complaints: pain 
in lower abdomen, vomiting and jaundice. 

Family History was negative. 
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Personal History.—Patient denied prior ill- 
nesses. She admitted to some dysmenorrhea 
and suffered from constipation. 

Present Illness began about August 12th with 
aching pain in the lower abdomen and slight 
fever. About September 4th she first noticed 
yellowness of scleroties, with highly coloured 
urine and clay-coloured stools. The jaundice 
deepened and on September 15th she began to 
vomit everything taken. 

Physical Examinations.—Temperature 96° F 
Pulse 64. Respiration 22. The positive findings 
were: well marked jaundice, palpable posterior 
cervical lymph nodes, generalized abdominal 
tenderness, mostly in lower quadrants. Pelvic 
examination revealed a retroverted uterus with 
bilateral salpingitis. The urine showed bile; 
the stool was clay-coloured; Wassermann doubt- 
ful. On September 10th she was moderately 
delirious. The temperature was 101.2° F. and the 
pulse 80. Dr. A. H. Gordon suggested acute 
yellow atrophy. September 11th: blood pres- 
sure: systolic 80; diastolic 45. Liver dullness 
measured 7 em. in right parasternal line. 
September 12th: patient non-comatose. Pulse 
144. Respiration 32. Breath foul. Slight 
puffiness of face and legs. Spinal fluid negative. 
urine, specific gravity 1020, acid albumin ++; 
bile +++; granular and hyaline casts. Patient 
died in a tonic spasm, temperature rising to 
107.4° F. 

Autopsy showed acute yellow atrophy of liver, 
bilateral salpingitis and endometritis, and 
gastro-intestinal hemorrhage. The liver weighed 
830 grm. It was flabby in consistency ‘and the 
capsule was wrinkled, particularly that of the 
left lobe. On section it was a bright ochre 
colour with mottled red zones. The markings 
were indistinct. No erystals of leucin or tyrosin 
were found. Microscopie sections were not 
available. 


CasE 5 


Miss L. R.: age 19; seainstress. Admitted 
June 17, 1925. Complaints: weakness; pain in 
epigastrium; nausea and vomiting; jaundice; 
constipation; sleeplessness and shortness of 
breath. 

Family History negative, except that the 
father had died from diabetes. 

Personal History.—Only past illness was ton- 
sillitis. Had amenorrhea for one month. 
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Present Illness began five weeks before ad- 
mission with pain beneath left costal margin, 
anorexia, weakness, and bitter taste in mouth. 
Two weeks later she noticed jaundice and clay- 
coloured stool. About June 10th she began to 
vomit and have diarrhea, and on June 13th, 
edema of face, hands, and feet. The night 
before admission she developed a severe head- 
ache. 

Physical Examination.—Pulse 108. 
ture 98° F. Respiration 26. The positive 
features noted were: deep copper-coloured 
jaundice, cyanosis of finger tips, tenderness 
over the liver, ascites, absent knee jerks. Blood 
pressure: systolic 140; diastolic 60. The blood 
showed 78 per cent hemoglobin, 4,270,000 red 
cells and 4,675 white cells. The following day, 
June 18th, the patient was unconscious. The 
blood sugar was .049 per cent. The blood urea 
nitrogen was 6 mg. per cent. The stomach con- 
tents showed occult blood. The liver dullness 
was only 2.5 inches in the right parasternal 
line. On June 19th she was still comatose. The 
temperature was 102.2° F. Lumbar puncture 
was negative. The urine showed two plus 
bile and albumin, granular casts and tyrosin 
ervstals. 

Clinical Diagnosis—Acute yellow atrophy of 
the liver. 

Autopsy showed generalized icterus, acute 
yellow atrophy of the liver, enlarged spleen, 
petechial hemorrhages over the surface of the 
lungs and heart, acute nephritis, and a six 
weeks’ pregnaney. The liver weighed 1180 grm. 
It was flabby, with a smooth yellow surface 
showing dark purple mottling. The cut surface 
had a mottled appearance due to alternating 
areas of yellow and dark red tissue. No normal 
liver tissue was seen. The spleen weighed 280 
germ. The kidneys showed the nephritis of acute 
vellow atrophy. Histologically, there was little 
liver tissue. In the original fibrous tissue 
framework, small groups of liver cells and a 
few bile ducts were seen. Numerous infiltrating 
leucocytes consisted of endothelial leucocytes 


Tempera- 


with occasional lymphocytes and polymorphs. 
The liver cells present stained well and were 
formed in rings around eanaliculi which con- 
tained inspissated bile. These were taken to be 


regenerated cells. The most striking feature 


was the disappearance of parenchyma. 
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Case 6 

Mrs. E. M.: age 54; housewife. Admitted 
July 15, 1925. Complaints: coma; itchiness of 
skin and jaundice. 

Family History.—Husband and six children 
were living and well. 

Personal History.—Only notable feature was 
chronic constipation. She had had six preg- 
nancies and one miscarriage. 

Present Illness began in May, 1915, with pain 
in the back and extremities, and paresthesia of 
hands. Examination at that time revealed a 
static back strain, an artiritis of the left 
shoulder joint, and flat foot. for which she re- 
ceived treatment. In May, 1917, she complained 
of abdominal cramps and pain, and burning 
micturition which were assigned to prolapse of 
the vaginal walls. In December, 1920, she com- 
plained of headache, nausea and lancinating 
pains in the left nose and face and examination 
showed slight anesthesia and analgesia of the 
left cheek, absence of smell in the left nostril, 
and of taste over the left side of the tongue. On 
May 18, 1925, she complained of tenderness and 
oceasional swelling of the left side of her face, 
and ‘‘noises in her head’’. On June 1, 1925, 
she returned because of spasmodic pains in the 
legs. It was now noted that the patellar and 
ankle reflexes were absent, the blood Wasser- 
mann was +, and the spinal fluid showed one 
plus globulin and twenty-nine cells. On June 
26th she was given 0.4 grm. diarsenol, on July 
3rd 114 gr. mereury salicylate, and on June 10th 
a second dose of 0.4 grm. of diarsenol. Follow- 
ing this she became sick and on July 14th took 
six aloin, strychnine and belladonna pills which 
contained 1/20 gr. of strychnine. Her condition 
became alarming so she was admitted to the 
wards. 

Physical Examination.—Temperature 95° F. 
Pulse 116. Respiration 24. The positive 
features were: deep jaundice of the skin and 
sclera of the eyes, marked pruritus, delirium 
and stupor, with absent tendon reflexes. No 
note of size of liver or spleen was made. She 
died four hours after admission. 

Autopsy showed acute yellow atrophy of liver. 
The liver weighed 1250 grm. It was yellow in 
colour with red markings, and was of a soft 
consistency. The capsule was wrinkled. The 
heart weighed 290 grm. and showed fatty de- 
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generation. The pleura and peritoneum showed 
petechie. No microscopical sections were made. 


Case 7 


O. H.: age 33; single; sailor. 
August 21, 1926. 
itching of skin. 

Family History was negative for cancer and 
tuberculosis. 

Personal History.—He denied infections ofher 
than malaria in 1921 which was completely 
cured after an illness of six weeks. 

Present Illness began on July 5, 1926, with 
jaundice of skin and sclere followed by nausea 
and vomiting. The jaundice increased and the 
stools became light in colour. He denied colic. 

Physical Examination revealed deep jaundice 
of skin and sclere. Pulse 108. Temperature 
98.4° F. Blood pressure: systolic 130; diastolic 
80. There was slight rigidity of the right rectus 
muscle and the edge of the liver could be felt 
at the costal margin. The blood showed no 
anemia. The white cells were 6,200. August 
22nd, urine showed bile and a few granular 
casts. August 23rd: direct Van den Bergh 
positive. Stool, clay-coloured. August 24th: 
sugar tolerance test showed delayed assimilation 
and diminished tolerance for sugar. August 
31st: fat analysis of feces showed a preponder- 
ance of neutral fats, suggesting a pancreatic 
lesion. September 2nd: urine contained albumin 
and a few hyaline casts. September 3rd—11th: 
jaundice deepening. Stools bilestained. Blood 
examination suggested an obstructive type of 
jaundice. Liver now reached two finger breadths 
below the costal margin and the spleen was just 
palpable. Patient left hospital against advice. 
Diagnosis: acute catarrhal jaundice. He was re- 
admitted on September 21st. During the in- 
terval he had been eating and drinking freely. 

On examination he was more deeply jaun- 
diced. There was marked dyspnea, with 
cyanosis and dullness with moist rales at the base 
of the lungs. Pulse 100. Respiration 24. 
Temperature 101° F. Blood pressure: systolic 
136; diastolic 54. The abdomen showed ascites. 
The relative liver dullness measured 12 em. in 
the right nipple line. The urine contained a 
trace of albumin and much bile and urobilino- 
gen, but no leucin or tyrosin-erystals. The 
stools were clay-coloured. The blood urea was 
14 mg. per cent, creatinine, 1.5 mg. per cent, 


Admitted 
Complaints: jaundice and 
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and the blood sugar .116 per cent. On Septem- 
ber 22nd, he became comatose. There was now 
no absolute liver dullness and the relative dull- 
ness was much reduced. A clinical diagnosis of 
‘‘aeute yellow atrophy’’ was made. The clinical 
chemist reported no leucin or tyrosin in the 
urine but the amino-acids were much decreased 
being only 0.3 grm. or 3.1 per cent of the total 
nitrogen. He died during the afternoon, the 
temperature rising to 102° F. 

Autopsy.—The most striking features were 
hemorrhages into the lungs, kidney, and heart. 
The abdomen contained 500 e¢.c. of bile-stained 
fluid. The liver weighed 900 grm. The capsule 
was wrinkled. On section there were numerous 
areas of yellow necrotic tissue between which 
was hemorrhagic but more normal liver tissue. 
Histologically the liver showed widespread 
parenchymatous degeneration; the stroma was 
collapsed in many places from disappearance of 
liver cells. Vestiges of liver lobules remained in 
a few plaees. A few small groups of regenerat- 
ing liver cells were noted. Numerous endothelial 
cells were present in the necrotic areas, but 
there was no fibroblastic proliferation. The 
spleen was slightly enlarged; the kidneys were 
normal. The lungs revealed a terminal broncho- 
pneumonia besides the changes of old and recent 
tuberculosis. 


‘ SUMMARY OF CASES 


In summarizing the predisposing factors of 
these seven cases we find that two were males and 
five were females, which approximates very 
closely the usual ratio of one male to two 
females. As to the age, it ranged between 
sixteen and fifty-four with a mean of thirty 
years, a figure on the upper limit according to 
Rolleston.° 

Two of the five women were in the early 
months of pregnancy (six and twelve weeks 
respectively). It is well known that pregnancy 
does occasionally produce a toxic hepatitis that 
may terminate in acute yellow atrophy. It is, 
however, a rare event and is estimated by 
Braun as occurring only once in 28,000, and by 
Spaeth as twice in 33,000 pregnancies. Whit- 
ridge Williams? has seen it as early as in the 
sixth week of pregnancy, (as in our own Case 
5) though it is more common between the third 
and sixth months. According to Kelly’ 30 per 


cent of all cases occur about the middle or latter 
half of pregnancy. 

Two other cases were syphilitics, one a male 
(Case 3 apparently in the latent stage, and the 
other a woman, (Case 4 with early tabes 
dorsalis. The importance of syphilis as a cause 
for a toxie hepatitis has only recently been ap- 
preciated. Thus Richter’ in 1898 collected from 
the German literature but 41 cases of acute 
yellow atrophy in syphilitics; the liver affection 
appeared in the majority of these cases in the 
secondary stage but rarely months later. 
Herxheimer and Gerlach® in 1921 ‘accepted 69 
eases including six of their own, in some of 
which the use of various salvarsan preparations 
might have played a réle. They have no doubt 
that salvarsan itself ean produce both a benign 
catarrhal jaundice as well as a severe type with 
the clinical picture of acute yellow atrophy. 
However, according to these authors, salvarsan 
alone is not as frequent a cause as is syphilis 
alone. They believe that an increase in the in- 
cidence of syphilis rather than the use of sal- 
varsan was responsible for the increased number 
of cases of acute yellow atrophy during the years 
of the World War. One need not wonder then 
that during the World War there was an in- 
crease in the number of cases of hepatic atrophy 
as it is but a repetition of Osler’s old parable of 
Mars and Venus applied to the liver instead of 
to the aorta. As to whether this hepatitis is 
due to the lodgement of the treponema pallidum 
in the liver, or as some believe rather to the 
effect of the circulating toxin on the liver cells 
is still a moot question. Suffice it to say that 
it seems probable that it is the syphilis per se 
and not the arsenical treatment of the syphilis, 
that is responsible for the acute yellow atrophy. 

The other predisposing factors as tri- 
chlorethane, trinitrotoluene, delayed chloroform 
poisoning, Weil’s disease and all acute infections, 
seem to have been excluded in our small series. 
This leaves three cases therefcre, whose histories 
gave no recognizable exciting cause for the 
hepatitis, and these three must therefore be 
considered under the old category of ‘‘idio- 
pathic’’ cases. We must admit, however, that 
even in the hepatitis of pregnancy, syphilis and 
chloroform poisoning, the exact chemical noxa 
which acts as the autolytie ferment has not yet 
been determined. 

Diagnosis.—The diagnosis must rest upon a 
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careful clinical history as well as a complete 
physical examination, aided by the modern 
special diagnostic methods. 

Onset.—This small series illustrates very well 
the frequency of the gastro-intestinal type of 
onset, which may be of such severity as to 
suggest an acute surgical abdomen. Thus six 
of the seven patients complained of vomiting and 
tenderness localized to the upper abdomen, 
quite in keeping with an acute cholecystitis or 
even a perforated duodenal ulcer. Four had 
nausea and four had anorexia; three admitted 
to epigastric pain. While three had diarrhea, 
two others were constipated. In two cases, the 
main symptom of onset was weakness, and in 
one other headache. A study of the literature 
further emphasizes the greater frequency of the 
gastro-intestinal onset rather than the nervous, 
which fact no doubt accounts for the occasional 
admission of these cases to a surgical clinic. 
Umber explains these features by the presence 
of some low grade infection of the biliary 
passages. 

We can sub-divide the disease picture into 
two stages, the first that of a more or less severe 
eatarrhal jaundice, and the second or toxic stage 
in which severe nervous symptoms predominate. 

First Stage-—At this time the temperature is 
normal or even subnormal, the pulse is usually 
slow but may be moderately accelerated depend- 
ing upon the interval between the onset and the 
first observation. We noted slight increase in 
blood pressure in three of the five cases in which 
readings were made, the systolic ranging from 
135 to 140 mm. and the diastolic from 60 to 90 
mm., in one other patient, (Case 3) there was a 
definite hypertension (175/100) with a slight 
urea retention in the blood (28.0 mg. per 
cent) though at autopsy there was not a con- 
tracted kidney, but merely swelling and conges- 
tion. The general nutrition was normal in five 
patients but two showed great emaciation on 
admission, and one (Case 3) admitted to a loss 
of 25 pounds in two weeks. Jaundice soon makes 
its appearance and was marked in six of our 


eases, while in one it was so slight as never to 


have been noted in the clinical history in spite 
of the constant presence of bile in the urine 
(Case 1). 
ranging from a lemon colour to a deep mahogany 


This jaundice is of varying deph, 


brown, and of course stains the skin and the 
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conjunctive as well as the mucous membranes 
of the mouth. 

The urine contained very definite amounts of 
bile in every case which could be readily recog- 
nized with the naked eye but was always con- 
firmed by chemical tests. Further there were 
albuminuria and cylindruria in every case and 
these seemed to be a little more pronounced than 
in the simple catarrhal jaundice. 

The stools were pale and acholurie and in one 
case showed an excess of fat. 

While the liver is usually reported as enlarged 
at this stage, this was true in only one of our 
seven cases, and in this patient the liver was felt 
below the costal margin and seemed enlarged in 
the x-ray plates. The spleen is quite often en- 
larged, but in five cases in which a special note 
on this question is found in the history, it was 
felt only once (Case 7). 

The blood presented no anemia and no 
leucocytosis at this stage in any ease of our series. 
The Van den Bergh reaction was only : once 
tested for, and of course proved positive in the 
direct method. In two eases the blood Wasser- 
mann reaction was slightly + to strongly +++ 
positive, and in both of these there was a clinical 
history or other evidence of lues. In a third 
case, a girl with gonorrheal salpingitis, it proved 
doubtful (+ —) and at autopsy there was no 
evidence of visceral syphilis. , 

This first stage lasts usually from ten to 
twenty-one days, though occasionally persists 
for five to six weeks, before the onset of the 
toxic symptoms. The shorter the first stage the 
more acute the second, and the longer the first 
stage the more subacute cr chronic the second. 

The Second Stage.—This usually sets in sud- 
denly with an increase in the severity of the 
pre-existing gastro-intestinal symptoms or the 
appearance of various alarming nervous features. 

The commonest nervous manifestation is 
drowsiness which sooner or later merges into 
coma, as was observed in five of our seven cases. 
The other nervous features are delirium (two 
cases), great restlessness (two cases) screaming 
attacks (one case), muscular twitching (one 
case) or generalized convulsions (one case). 
The maniacal symptoms may be so marked as to 
require a restraining sheet or even lead to the 
patient’s transfer to a psychiatric hospital, as 
oceurred in one of Lyons’* patients. Again 
the pain in the muscles (two cases), muscular 
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rigidity (one case), an increased (one case) or 
decreased reflex activity (one case), dilated 
pupils (two cases), with headache (one case) or 
tinnitus (one case), would suggest the possible 
presence of some primary disease of the central 
nervous system as brain tumour or meningitis 
of some type. Lastly the presence of a neuro- 
retinitis (3 eases) may lead one to consider 
uremia, particularly as the urine reveals a 
marked albuminuria and cylindruria, and the 
blood pressure may be slightly elevated. 

As far as the gastro-intestinal tract is con- 
cerned, vomiting (even though in one ease it was 
absent in the first stage) was a very troublesome 
feature in all seven patients. The vomitus con- 
sisted usually of a watery mucus and was quite 
free from bile and blocd. The ‘‘fetor 


hepaticus’’ or peculiar sweetish aromatic odour 
to the breath described by Umber, was not 
recognized by us. 
The jaundice usually deepened, sometimes to 
a mahogany brown, but in one case it was never 
characterized as more than slight in degree. The 
' liver at this stage rapidly decreases in size and 


falls away from the chest wall, so that in five of 
our series it was noted that the relative hepatic 
dullness had suddenly diminished, and im- 
mediately aroused the suspicions of the clinician. 

The spleen was only palpably enlarged in one 
ease (Case 7) although in three others (Cases 
3, 4 and 5) it was found to be definitely enlarged 
at autopsy and weighed from 120 to 280 grm. 
Our experience bears out Kelly’s statement’ 
that there is slight or moderate enlargement of 
the spleen in 66 per cent of all cases. 

As far as the circulatory apparatus is con- 
cerned, the most striking feature is the great 
inerease in the rate of the pulse, which ranged 
between 136 and 140 beats per minute in our 
series. In several cases there was also an ante- 
mortem rise in temperature, once to the very 
high level of 107° F. There was dyspnoea in 
two of our cases, possibly due to an intoxication 
of the heart muscle. Oedema of the face was 
noted in two instances; but what is especially 
interesting was the fact that two of our cases 
had definite ascites, recognizable by the usual 
clinical methods. Though ascites has been ob- 
served by others, it is nevertheless not a 
common event in the acute form of yellow 
atrophy, and was present in only five of Umber’s 
thirty-one cases. Sometimes it disappears spon- 
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taneously before the death of the patient. 
Ascites occurs more frequently in the subacute 
and chronic cases. It has been assigned by some 
to the frequently associated nephritis, by Versé™ 
(as quoted by Lyon) to stasis in the portal 
system, and by Tileston’?® to an early increase 
in fibrous connective tissue around the portal 
radicles of the liver. This latter supposition 
appeals to me as the most reasonable, especially 
as many authors, including Marchand, Mac- 
Callum,*® McDonald and Milne,’ Mallory,” 
Umber,’® Pratt and Stengel,’ among others have 
described cases which run a subacute course and 
which reveal ascites and, post mortem, a nodular 
hyperplasia of the liver among other features of 
a toxic cirrhosis. 

While hemorrhages from the gastro-intestinal 
tract and into the skin and serous membranes 
were reported to occur in 80 per cent of cases 
by Legg, they were noted in only three of our 
series, though all six post-mortems revealed 
petechial hemorrhages on one or more of the 
serous surfaces, pericardial, pleural or peri- 
toneal. 

As far as the blood is concerned, there may be, 
as in one of our cases, a very definite leucocytosis 
without any evidence of a pyogenic infection. 
White** too found a moderate leucocytosis 
(9,000 to 16,000) in his four cases and Tileston 
believes that it is probably invariable after the 
onset of the toxie stage. The blood chemistry 
is worthy of a more intensive study than is 
usually practised. Unfortunately many cases 
are admitted so late in the course of the disease 
that the patient’s condition does not permit of 
much laboratory investigation. In the two cases 
in our series in which the blood sugar was 
determined it was found to be low, namely 
0.049 per cent in Case 5 and 0.116 per cent in 
Case 7; in the latter there was also evidence of 
delayed sugar assimilation and diminished sugar 
tolerance. The blood urea-nitrogen was found 
to be high in Case 3, (28.0 mg. per cent), 
normal in Case 7 (14.0 mg. per cent) and very 
low in Case 5 (6.0 mg. per cent). This low 
figure is contrary to expectation, as pointed out 
by Stadie and van Slyke** who found the blood 
urea in the case studied by thm to be within 
normal limits. The amino-acid nitrogen of the 
blood. was not determined by us, but according 
to Stadie and van Slyke is two to three times 
greater than normal. The blood cholesterol has 
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been found diminished and the plasma carbonate 
determination revealed a moderate acidosis, 
according to these two observers. 

As to the chemistry of the urine one finds in 
this stage, an increase in the albuminuria which 
Granular and hya- 
line easts are almost invariable (six of our 


was true of all our cases. 


seven eases). Blood cells were noted in but two 
cases; these no doubt are due to a toxie neph- 
ritis which was proven grossly in three of our 
cases, or to the swelling and congestion of the 
parenchyma of the kidney which existed in two 
other cases. In only one case was the kidney 
reported as normal in both gross and micro- 
scopic appearance. 

The common belief that leucin and tyrosin 
are invariably found in the urine of patients 
with acute yellow atrophy was not borne out 
in our series; it is true that they were searched 
for only three times and demonstrated in two. 
Umber’s figures show even a smaller percentage 
of successes as in his large series of thirty-three 
cases, they were present in only eleven. No 
doubt more frequent examinations and the use 
of larger amounts of urine would yield a higher 
percentage of positive tests than the literature 
as yet affords. 

Dr. I. M. Rabinowitch quantitated the amino- 
acids of the urine in ease VII, and found them 
to be high, forming 3.1 per cent of the total 
urinary nitrogen instead of the normal 2.5 per 
cent. Umber reports a case of toxic cirrhosis 
with recovery in which the amino-acid fraction 
was 9.5 per cent and states that in rare cases 
it may reach as high as 15 to 20 per cent of the 
total nitrogen. According to Stadie and van 
Slyke this increased excretion is due to a loss 
of power of the liver to deaminize amino-acids 
at even an ordinary rate. Owing to the failure 
of the liver to form urea, one finds the urea- 
nitrogen of the urine to be low but sometimes 
within normal limits. Further, owing in part 
to this failure of the deaminizing function of 
the liver and in part to the associated acidosis 
from starvation and repeated vomiting, one 
finds a high ammonia nitrogen. The total 
urinary nitrogen may be low because of the 
dietary restrictions and the persistent character 
of the vomiting. 

Duration.—While the duration of the entire 
illness ranged from five to six weeks in our 
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series, and therefore all the cases may be con- 
sidered as ‘‘acute’’, the toxic stage had an 
average duration of two weeks, though there 
were two extremes, one very acute case of but 
two days’ duration (Case 2), and another more 
subacute of thirty-five days (Case 1). 

Prognosis.—It was formerly believed that 
acute yellow atrophy was invariably fatal, but 
more recent studies’*’® have shown the fallacy 
of this view. White states that there are some 
twenty to thirty cases of recovery in the liter- 
ature. Umber alone reports recovery in seven 
of his subacute cases and states that the more 
acute the course the graver the prognosis. He 
quotes Pel as having described the very acute 
eases as la mort sans phrase. 

All seven of our eases died, and six came to 
autopsy; unfortunately two of the six were 
coroner’s eases and consequently are not as 
perfectly recorded as the usual hospital case. 
Of these six no histological record could be 
found in three. 

Treatment.—Prophylaxis is important, as in 
no disease is the old axiom ‘‘ prevention is bet- 
ter than cure’’ more clearly exemplified than 
in acute yellow atrophy. Hence one must avoid 
the use of chloroform in pregnant women who 
are jaundiced. Further, when toxic symptoms 
supervene after the administration of salvarsan 
it is well to give by the intravenous method 0.6 
germ. of sodium thiosulphate in 20 ee. of dis- 
tilled water daily on four successive days. 

When the disease is recognized the treatment 
ean only be symptomatic at the best and noth- 
ing that was done to our patients seemed to 
prolong life. However, one must insist upon 
plenty of water by mouth, intravenous injec- 
tion of 10 to 20 per cent glucose saline, sup- 
plemented by insulin as recommended by Rol- 
leston.® 

The vomiting may sometimes be controlled by 
bismuth, or cocaine or morphia. If acidosis be 
present one should administer alkalies per os, 
intravenously, and per rectum. The bowels 


In the sub- 
acute cases Umber recommends the intravenous 


should be emptied by enemata. 


administration of levulose to aid the restora- 
tion of the glycogenie content of the liver, and 


in the syphilitic patient he urges energetic anti- 


luetie treatment, including salvarsan. 
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INFLAMMATORY LESIONS OF THE THYROID GLAND 


By E. M. Exserts, M.D., AaNp R. R. FirzGeraup, M.D. 


Montreal 


N inflammatory lesion of the thyroid may 

develop in either a normal or a goitrous 
gland. If in a normal gland, it is called 
thyroiditis; if in a goitrous gland, strumitis. 
These inflammations may be acute or chronic, 
simple or suppurative. 

Although in themselves inflammatory lesions 
are essentially the same in all organs, their 
course and sequele vary with the structure and 
functional peculiarities of the tissue involved. 
In the thyroid gland the inflammatory processes 
are usually transient, but they may give rise to 
a functional derangement, impairment, or sup- 
pression which is frequently permanent and 
compared with which the local reaction is of 
very little import. 


CLINICAL CLASSIFICATION 


(1) Acute 
(2) Subacute 
(3) Chronic 


STRUMITIS: : 
simple or 


| suppurative 


primary 


THYROIDITIS: 
sacondary 


(1) Simple . { 


(2) Suppurative 


{ syphilitic 

J) actinomycotic 
tuberculous 
ligneous 


(3) Specific 


STRUMITIS 


Strumitis, or inflammation in a goitrous gland, 
may be acute, subacute, or chronic, simple 
or suppurative. It often develops after focal or 
general infections, the commonest being scarlet 
fever, pneumonia, typhoid fever, puerperal 
fever, tonsillitis, and enteritis. On the other 
hand, fibrosis followed by myxcedema may occur 
in an endemic goitre without precursory signs 
of inflammation (Case 1) or precedent focal or 
general infection, or again the inflammatory 
signs may be coincident with the menstrual 
function (Case 2). 

In simple strumitis the usual clinical symp- 
toms are pain, swelling, and tenderness, without 
fever. These simple inflammations generally 
resolve under local applications, the ice bag or 
evaporating lead lotion. Occasionally they 
persist, and resection of the goitrous tissue is 
necessary for the relief of pain. 

In the acute suppurative cases (Case 3) the 
gravity of the case varies with the type of 
infection, the general condition of the patient, 
and the position and size of the goitre. In 
addition to acute pain, tenderness, and swelling, 
suppuration is associated with a septic tempera- 
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ture. Free incision and drainage are essential. 
The incision should be placed over the most 
prominent point of the swelling, where fluctua- 
tion is generally to be elicited. After the 
evacuation of the pus, the cavity should be 
explored with the finger and, if possible, all of 
the adenomatous tissue removed. Hemorrhage 
may be controlled by gauze packing. The use 
of a rubber drainage tube may be indicated. 
Special care should be taken to evacuate all 
caleareous deposits. Neglect of this precaution 
will delay healing and has sometimes caused 
persistent sinuses. It should be borne in mind, 
too, that sinus formation may be due to a 
communication with the esophagus (csophageal 
fistula). The spread of the infection beyond 
the confines of the gland may lead to cervical 
or mediastinal cellulitis. An abscess may 
rupture into the trachea or esophagus. Of all 
the complications, however, tracheal compression 
and laryngeal edema are the most serious. A 
persistent sinus or fistula can be cured only by 
resection of the lobe. Suppuration confined to a 
single adenoma leads to the destruction of the 
nodule, without subsequent derangement of 
function or deficiency of secretion. 

In the subacute suppurative form, where sup- 
puration has occurred in an old eyst or is 
encapsulated in a nodule, it is desirable to 
enucleate the mass without opening it. Enu- 
cleation is rendered easy by the unusual 
distinctness of the planes of cleavage due to 
inflammatory edema. 


THYROIDITIS 


Thyroiditis, or inflammation in a normal 
gland, may be simple, suppurative, or specific. 

Simple (toxic) thyroiditis is characterized by 
a tender, firm enlargement, diffuse or nodular, 
usually confined to one lobe, but sometimes 
spreading throughout the whole gland. While 
it is in the majority of cases metastatic, there 
have been lesions which were undoubtedly 
primary, and for this reason the subsidiary 
classifications of primary and secondary have 
been made. 

Primary simple thyroiditis oceurs without 
demonstrable cause and is usually accompanied 
by pain and tenderness, rarely by fever (Case 
4). The process involves one zone after another 
and terminates in complete restitution or in 


sclerosis with or without myxedema. Patients 
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with this lesion often give a history of remote 
infections: influenza, tonsillitis, furunculosis. 
Primary simple thyroiditis is said by Osler to 
have occurred in epidemic form. 

In this class we have included three cases 
(5, 6, and 7), which presented the clinical 
syndrome of mild Graves’ disease, with increased 
heat production of from 30 to 50 per cent and 
the added features of pain and tenderness. 

Secondary simple thyroiditis is attributable to 
some recent or contemporary infection, general 
cr loeal, such as rheumatism, malaria, measles, 
typhoid, influenza, smallpox, erysipelas, pneu- 
monia, mumps, scarlet fever, puerperal fever, 
sinusitis, gingivitis, tonsillitis, furunculosis, or 
other local foci of infection (Case 8). If due to 
rheumatism, malaria, or measles, suppuration 
does not occur, and the symptoms and outcome 
are the same as in the primary type. If due, 
however, to scarlet fever, typhoid fever, or puer- 
peral fever, suppuration is almost invariably 
the sequence, and the condition then passes into 
the suppurative class. 


Even though resolution may seem to have 
occurred, there is always the possibility of pus 
being encapsulated in the centre of a lobe, as 
de Quervain’s post-mortem studies have shown. 

Suppurative thyroiditis is characterized by 
septic fever, infiltration of the surrounding 
structures, and fluctuation. As mentioned 
before, it is associated particularly with scarlet 
fever, typhoid fever, and puerperal fever, but 
it may follow influenza, smallpox, erysipelas, 
pneumonia (Case 9), mumps, sinusitis, gingi- 
vitis, tonsillitis, and furunculosis. Suppura- 
tion may be present from the onset of the 
thyroiditis, or it may develop in eases which 
have for several days presented the clinical 
features of simple thyroiditis, even with evidence 
of resolution. Broadly speaking, one may say 
that simple cases in which the pain and tender- 
ness persist for more than a week are especially 
likely to end in suppuration. Treatment consists 
of incision and drainage. The use of typhoid 
vaccine has been recommended in thyroid sup- 
puration due to the B. typhosus. 


Of the pathology of the mild non-suppurative 


forms of toxic or simple thyroiditis and 


strumitis we know very little, because of the 
Where 
myxedema follows in the wake of such inflam- 


tendeney to spontaneous recovery. 
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mations, we can at best but postulate the 
various stages in the degenerative process. 

The three cases here reported which presented 
the clinieal signs and symptoms of Graves’ 
disease (5, 6, and 7) have afforded material for 
a more detailed histological study and a com- 
parison of sequele between two cases operated 
upon and one not operated upon, but we are 
still doubtful under which heading in the 
accepted clinical classification they should be 
placed. It would probably be fallacious to 
assume that the development of myxedema in 
the two cases operated upon was precipitated 
by gland removal, because of the precisely 
similar termination in the ease not subjected to 
operation. 

Our chief object in bringing forward this 
subject is to stimulate more precise observations 
upon all thyroid cases presenting the clinical 
features of pain and tenderness, and to utter 
a warning against the assumption that all forms 
of thyroid enlargement, nodular or general, 
exclusive of endemic cases, are ipso facto suitable 
eases for surgical interference. 

The sudden occurrence of tenderness and 
rapid enlargement, without febrile reaction, in 
an adenomatous gland is almost invariably due 
to hemorrhage, and from this condition a true 
strumitis must be differentiated. Aspiration 
may be practised as an aid in diagnosis. 

In eases of generalized thyroid enlargement, 
with concurrent tachycardia, tremor, elevation 
of the basal metabolic rate, pain and tenderness, 
and possibly the suspicion of a stare, operation 
should be deferred until fuller observations, 
especially upon the trend of the metabolism 
curve, have been made. 

The older literature contains reports of cases 
of Graves’ disease which have terminated in 
gland atrophy and myxedema. Our elder 
clinicians attest to having seen such cases. It 
is a moot question whether the majority of these 
eases were not primarily cases of thyroiditis 
manifesting in the early stages the Graves’ 
syndrome. Our experience suggests that such 
is the probability and this view is supported by 
the fact that, in a very large series of histological 
examinations upon tissues from undoubted cases 
of Graves’ disease, inflammatory changes are 
conspicuously absent, nor have these cases 
developed hypothyroidism after operation. 

An explanation of the clinical phenomena is 
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to be sought rather in the quality of the gland 
product under such conditions of inflammation 
than in the histological appearance of the tissues. 

In the earlier days of our clinic sufficient 
stress was not laid upon these symptoms of pain 
and tenderness. With experience our observa- 
tions are acquiring more precise orientation. 
We are convinced that cases of mild hypo- 
thyroidism resulting from strumitis or thyroid- 
itis are more common than is at present 


supposed, and that further embarrassment of 
function resulting from recurrent attacks might 
be forestalled by early diagnosis and the elimina- 
tion of the foeus of toxie absorption. 


SPECIFIC THYROIDITIS 


Specific thyroiditis is considered under four 
headings: syphilitic, actinomycotic, tuberculous, 
and ligneous. 

Syphilis oceurs as a tertiary lesion. There 
may be dense infiltration of the whole gland. 
The diagnosis is made upon the history and 
blood examination. The condition must be 
differentiated from malignant tumour. 

Actinomycosis is a rarity. It is marked in 
the early stages by a board-like induration, with 
the characteristic discolouration of the skin, and 
later by sinus formation and the discharge of 
granules. 

Tuberculosis causes a prolonged afebrile type 
of thyroiditis. The work of Shimodaira in- 
dicates that the thyroid possesses a relative 
immunity to tuberculosis (quoted by Mosiman). 

There appear to be three distinct types of 
tuberculous lesions of the thyroid :— 

1. The small tubercles which occur in colloid 
or nodular goitres, without special symptoms, 
and which are discovered accidentally. 

2. The caseating and suppurating lesions, 
which may be unilateral, in which case excision 
of the lobe is indicated; or bilateral, in which 
ease repeated punctures, quartz lamp therapy, 
and climatic treatment are advisable. 

3. The diffuse, non-suppurating lesions, which 
convert one lobe or the whole gland into a 
lardaceous mass (Poncet). In _ these cases 
operation is not advisable, but radiotherapy 
should be carried out after histological diag- 
nosis. Resolution is followed by fibrosis, and. 
if both lobes have been destroyed, myxedema 
is inevitable. 

For lack of fuller 


knowledge, ligneous 
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thyroiditis (described by Riedel as ‘‘eisenharte 
strumitis’’, by Delore and Alamartine as 
‘‘thyroidite ligneuse’’, and by Ewing as ‘‘ benign 
granuloma’’) is included in the group of 
specific infections. 

In 1896 this most interesting of the thyroid 
inflammations was described by Riedel as a 
‘‘ehronic inflammation of the thyroid gland 
leading to an iron-hard tumour’’. It consists 
of a stony-hard, smooth or finely nodular tume- 
faction. It is at first localized, but later 
becomes diffuse, spreading with increasing 
rapidity throughout the whole lobe or the whole 
gland. There is but moderate change in the 
size of the thyroid. Pain is rare. There is 
early fixation to the surrounding structures, 
the trachea, carotid sheath, and _ recurrent 
laryngeal nerves, but rarely to the skin. As 
the disease progresses, suffoeative attacks, altera- 
tion of the voice, and sometimes dysphagia, 
develop. The general health remains good. The 
temperature is normal. In the early stages the 
basal metabolism may be moderately elevated, 
later falling to normal or slightly below normal. 


The lymph glands are not enlarged. Wasser- 
mann tests have been negative in all cases 
except one reported by G. and R. Monod. 


The etiology is unknown. Tuberculosis and 
syphilis have been suspected, but no tubercle 
bacilli or spirochetes have ever been found. 
Animal inoculations have been negative. Shaw 
and Smith found atrophy of the adrenals in 
one case. 

Instances of spontaneous resolution have been 
reported. In other eases the condition has re- 
mained stationary for long periods. As a rule, 
however, the course is progressive and may end 
in asphyxia if division or removal of the isthmus 
is not undertaken for the reiief of the tracheal 
compression. 

In the treatment of ligneous thyroiditis drugs 
and x-rays are of no value. Complete thyroid- 
ectomy has been followed by cure, the metabolic 
balance being maintained by thyroid extract. 
Resection of even small segments of the gland 


Incision or 
removal of the isthmus releases the tracheal 
Wide- 
invasion may make 
operation upon the lobes difficult and dangerous: 
fatal accidents have occurred from injury to the 


has been followed by resolution. 


compression and promotes resolution. 
spread extra-glandular 
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carotid artery. Tracheotomy should be resorted 
to only in emergency. 

Pathologists, generally, describe the condition 
as a chronic inflammation with fibrosis; Ewing, 
as a benign granuloma; and Williamson, as a 
replacement fibrosis following exhaustion and 
atrophy in hyperplasia of a physiologically sub- 
normal gland. No evidence of malignant change 
has been noted. Grossly, there is an intensely 
hard enlargement, general or local, and as a 
rule extra-capsular extension of the fibrosis to 
the surrounding structures. The surface of the 
gland is smooth or finely nodular. 

Differential diagnosis must be made from lues 
and cancer. 

We owe to Ewing the modern conception of 
the histological pathology of the lesion. Under 
the name ‘‘benign granuloma’’ he connected the 
later stages described by Riedel with the earlier 
phases first noted by Hashimoto. Subsequent 
observations have borne out the idea that the 
two pictures are but different phases of a con- 
tinuous process. In the early stage there is 
diffuse infiltration by lymphocytes, plasma cells, 
and eosinophiles, with the formation of lymphoid 
germinal centres. The colleid gradually dis- 
appears; for the greater part the epithelial cells 
enlarge and degenerate; and the débris of these 
cells is removed by phagocytosis. In the late 
stage the acini collapse, and many of the remain- 
ing epithelial cells fuse and form giant cells. 
These giant cells are ultimately replaced by 
fibrous connective tissue, which later undergoes 
hyalin change. The progressive sclerosis re- 
places first the epithelial elements, second the 
wandering cells (lymphocytes), and third the 
germinal centres. Persisting germinal centres 
may give the appearance of carcinoma. Surviv- 
ing epithelium may now hypertrophy and 
adenomatous compensatory foci may develop 
(compare the compensatory regeneration in 
cirrhosis of the liver), and for this reason, 
although the parenchyma is extensively de- 
stroyed, myxedema is the exception. In cretins 
the same fibrotic replacement occurs, but without 
the compensatory hypertrophy. 

From the records of the Goitre Clinic at the 
Montreal General Hospital we have selected a 
number of cases which illustrate several of the 
types of strumitis and thyroiditis described in 
this paper. Abridged reports of these cases are 
appended. 
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Fic. 1.—Simple thyroiditis. Sear formation. Solid 
strands of fibrous connective tissue. A few scattered 


epithelial nuclei embedded in sclerotic tissue. 


Case 1.—Clinie No. 1805. Unmarried female, aged 
18. Endemic goitre of moderate size. Developed 

“myxedema, B.M.R.—30. Three years later, normal 
health maintained on 2 to 3 gr. thyroid extract and mim. 
1 Lugol’s daily. Diagnosis: primary simple strumitis. 

Case 2.—Clinie No. 1807. Married female, aged 32. 
Swelling, hardness, and tenderness developed in left 
lobe of an endemic goitre with onset of menstrual period. 
Gradual return to normal under treatment with Lugol’s 
solution. No myxedema. Diagnosis: primary simple 
strumitis. 

Case 3.—Clinie No. 1407. Married female, aged 46. 
Typhoid 15 years previously, followed by thyroid en- 
largement with toxicity, unsuccessfully treated elsewhere 
by ligation. Sudden chills, fever, pain, swelling and 
tenderness over the goitre, with stridor. Incised, 
curetted and cured. Pure culture B. typhosus from pus. 
Blood Widal positive. Diagnosis: suppurative strumitis. 

Case 4.—Clinie No. 1806. Male, aged 54. Hard, 
nodular, tender goitre. Duration one month. Tenderness 
first in left side, then in right. Anorexia and night 
sweats. Slight hyperthyroidism. Normal health two 
months later. Thyroid normal. Diagnosis: simple 
(toxic) thyroiditis. 

Case 5.—Clinie No. 276. Unmarried female, aged 
27. Uniform enlargement of thyroid, with symptoms of 
hyperthyroidism, ocular signs, and B.M.R.+ 51. Sub- 
total thyroidectomy. Pathological diagnosis: thyroiditis. 
Well for three months, then developed myxedema. Three 
and a half years later, metabolism stabilized under 
thyroid extract, gr. 10, daily. Diagnosis: primary 
simple thyroiditis, combined with hyperthyroidism. 

Case 6.—Clinie No. 598. Married female, aged 22. 
Tender, nodular goitre, duration one month, with hyper- 
thyroidism. Bilateral partial lobectomy. Pathological 
diagnosis: diffuse adenomatosis and chronic thyroiditis. 
Three months later B.M.R.-30. No myxedema. 
Amenorrhea. Three years later B.M.R.—25. Leads 
normal life. (Patient’s mother, in good health, has 
B.M.R. persistently -—20. Diagnosis: primary simple 
thyroiditis. 

Case 7.—Clinic No. 1808. Unmarried female, aged 
41. Goitre, hyperthyroidism, ocular signs. Treated by 
rest and Lugol’s solution. After nine months developed 
myxedema. B.M.R. maintained at normal for over a 
year with thyroid extract, but obvious thyroid deficiency 
is present. Diagnosis: primary simple thyroiditis. 

Case 8.—Clinie No. 1265. Male, aged 42. Tender 
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Fig. 2.—‘‘Ligneous Thyroiditis’’—an early, but 
definitely established lesion. Section shows in the centre 
a mass of epithelium with large pale cells and scattered 
areas of cytoplasmic degeneration. To the left a 
germinal centre and collar of lymphocytes. On the 
opposite side diffuse infiltration of lymphocytes, plasma 
cells, and eosinophiles. Above, a strand of fibrous con- 
nective tissue. 


Fig. 3.—‘‘Ligneous Thyroiditis’’. Pseudo-giant 
cell formation. Thyroid tissue invaded by wandering 
cells. One acinus shows intact epithelium in some areas, 
while elsewhere the cells have desquamated and migrated 
to the centre of the vesicular space, where they become 
embedded in a protoplasmic mass which also contains 


eosinophiles and lymphocytes. 


enlargement of thyroid two months. Then developed 
myxedema, which has disappeared during thyroid ex- 
tract treatment lasting one year. Now takes gr. 5, three 
times a day. Diagnosis: secondary simple thyroiditis 
with myxedema. 

Case 9—Clinie No. 1804. 
pneumonie abscess in thyroid. Incised and drained. 
Death. Autopsy: abscess cavity m left lobe of thyroid, 
deep cervical suppurative cellulitis; bronchopneumonia; 
multiple pulmonary abscesses. Diagnosis: suppurative 
thyroiditis. 

Case 10.—Clinic No. 1530. Male, aged 45. Stony, 
hard, nodular goitre, duration fifteen months. Slight 
hyperthyroidism. Clinical diagnosis carcinoma.  Re- 
moval of right lobe and isthmus and enucleation of 
nodnles from left lobe. Pathological report: inflamma- 
tion. B.M.R. fell to —14. Rose to normal after short 
course of thyroid extract Six months later, health 
good, but lacks energy. Diagnosis: ligneous thyroiditis. 


Male, aged 50. Post- 
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GALL BLADDER DISEASE* 


By Tuomas McCrag, M.D., F.R.C.P. (Lonp.) 


Professor of Medicine, Jefferson Medical College, Philadelphia, Pa. 


[8 a symposium such as this it is not necessary 

to review the subject in a routine way, for 
much of it is equally familiar to us all. Nor is 
it my intention to dwell particularly on con- 
troversial points, interesting and important as 
these are. There are certain aspects which may 
be worth consideration and my discussion of the 
medical side of the subject aims to bring out 
some points which we may easily neglect. Most 
of us will agree that the question of diagnosis 
should occupy a large part of our attention. 
Recent years have added greatly to our ability 
to recognize gall bladder disease but, as is 
usually the case, the solution of the problems 
has become more complex as we learn more about 
them. In the past it was often said, and per- 
fectly correctly, that the history was the most 
important part in making a diagnosis of gall 
bladder disease. That stands as true to-day as 
regards a certain number of the cases but in 
many we must retognize that the history has a 
smaller relative importance than formerly in 
giving an exact diagnosis. We have to cast the 
net more widely and recognize that there are 
patients in whom the clinical picture may show 
comparatively little which suggests disease of 
the gall bladder as judged by former standards. 
These considerations go more widely than their 
concern with diagnosis for they should influence 
our views as to treatment and especially as to 
prognosis. The man who complacently promises 
his patient with gall bladder disease that a 
‘‘eure’’ will follow operation may have an un- 
pleasant realization later that events have not 
agreed with his promises and the patient is in a 
worse situation because he has to suffer both 
disappointment and the continuance or aggrava- 
tion of symptoms. 


How SwHoutp WE REGARD DISEASE OF THE 
GALL BLADDER? 


It is our custom to speak of gall bladder 
disease as if it represented a distinct entity and 
* Read as part of a Symposium on the Gall Bladder 


at the annual meeting of the Canadian Medical Associa- 
tion, Toronto, June 17, 1927. 


our speech represents our thoughts. But if we 
are to have clear conceptions of this disease 
process we must recognize that disease of the 
gall bladder is only part of the picture or one 
link in a chain in the majority of cases. You 
may ask of what special importance this is and 
the answer is clear. If we think in terms of ihe 
gall bladder only our therapy may fail of 
suecess. The thought may be that operation 
should cure and with this too pre-eminently in 
mind, a proper study may not be made before- 
hand, or the patient may not be brought to 
the best possible condition for operation, or 
necessary treatment subsequent to Operation may 
not be given because its need is not recognized. 

The gall bladder is a way station in the course 
of the flow of bile and there are many influences 
which may injure it. As said by Chauffard the 
condition of the bile influences gall bladder 
funetion, the condition of the liver cells in- 
fluences the character of the bile, the state of 
the portal blood influences the liver cells, and 
the condition of the digestive tract influences 
the portal blood. This means that to consider 
the gall bladder alone is often to regard only 
one part of the disease picture. When we con- 
sider the possibility of hematogenous infection, 
of biliary infection, of lymphatie infection and 
possibly infection by contiguity the number of 
influences increases. Mechanical factors such as 
adhesions, may be added and through the sym- 
pathetic system widespread influences may be at 
work causing changes which at first are tem- 
porary, but later may be established permanently 
and persist after the cause is removed. 

Let us consider some of the factors which may 
play a part in causing gall bladder disease. 

1. It may be part of a general infection.— 
The familiar example is seen in the occurrence 
of cholecystitis in typhoid fever. In this the 
symptoms may be acute and occur with or 


shortly after the acute stage of the disease. In 
many cases, however, the local manifestations 


may oecur long after the acute disease is over. 
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2. It may represent a metastasis of a focus of 
infection.—How often this occurs it is difficult 
to state, but of its importance there is no ques- 
tion. In some eases it is not possible to state 
accurately the course of events. There may be 
multiple metastases from the original focus and 
these in turn may influence each other even after 
the original focus is removed. This should be 
kept in mind before we promise too much from 
the removal of the original focus. When we 
consider that with gall bladder infection there 
often is infection of the biliary passages, of the 
panereas, of the appendix and of the colon, it 
is easily seen what a relatively small part of the 
whole symptomatology may be due to the gall 
bladder. 

3. Conditions of Metabolism.—These may be 
regarded as influencing particularly the choles- 
terol content of the blood and so the formation 
of caleuli. The relative importance of this is a 
controversial subject, but that it plays some 
part seems established. 


4. Infection by the Portal System.—Of this 
we know comparatively little, but that it occurs 
may be granted. In many eases it probably re- 
presents a long continued subchronic or chronic 
process which may not do much harm until some 
other factor comes into operation. It will help 
our conceptions if we think more of chronic in- 
testinal infection and less of intestinal auto- 
intoxication. 


5. Gastric Disturbances.—How often are these 
causal and how often a result? May the gastric 
sub-acidity so often found with gall bladder 
disease be primary and be sometimes responsible 
by allowing organisms to pass inio the duodenum 
and by furnishing a less acid chyme which con- 
tributes to biliary stasis? 


There are certain points which deserve men- 
tion in passing. One is the boast of the surgeon 
that he demonstrates living pathology, and to a 
certain exent we grant his contention and thank 
him for what he has taught us. But let us 
remember that the pathology which he demon- 
strates is gross and not minute pathology, and 
that he cannot demonstrate disturbed function 
exeept in certain marked manifestations which 
should be recognized equally well by other 
means. We will do well not to forget that dis- 
turbance of function has its important place in 
all stages. 


Non-SuRGICAL BmutaRy DRAINAGE 


To Dr. B. B. V. Lyon we owe much for his 
work in this field. It has suffered from much 
misconception and misinterpretation. Whether 
Dr. Lyon’s theories as to the mechanism involved 
are correct or not is a fair matter for difference 
of opinion. But whatever theory is correct the 
important point is that this method properly 
carried out, gives information of the greatest 
value which we can obtain in no other way. I 
should like to emphasize the necessity of proper 
technique. It is not enough to ask an interne 
to do a biliary drainage and have the results 
casually studied. Great care and attention to 
detail are required and much of the unjust 
criticism of this method is due to an absolute 
lack of both. Many of the critics have never 
taken the trouble to learn the method properly, 
much less do it correctly. I regard its special 
value as consisting, first, in giving aid in the 
diagnosis of biliary tract disease; second, as a 
method of treatment in certain biliary tract 
conditions ; third, in improving conditions before 
operation, and, fourth, as a valuable aid in some 
patients after operation. 


The importance of a study of the condition of 
the liver is being gradually recognized. It is 
fair to presume that some hepatic disturbance 
is always present with gall bladder disease. An 
attempt to estimate its extent should always be 
made if possible. Duodenal biliary drainage 
may be most useful before and after operation 
in patients in whom there is marked hepatic 
damage. 


THE CLINICAL PICTURE OF GALL BLADDER 
DISEASE 


For convenience we may make certain groups, 
recognizing that the lines are not clear cut and 
that a patient may show varying manifestations. 
Such a classification emphasizes the need of a 
wider conception of the possible features of gall 
bladder disease. 

1. The Typical Symptom Complex with pain, 
tenderness in the gall bladder region, muscle 
spasm, ete. 

2. A group in which the symptoms are sug- 
gestive of a toxic state, often without any definite 
localizing symptoms or signs. Headache, general 
malaise, dizziness, nausea and vomiting may be 
the main manifestations. In this group may be 
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placed some patients with migraine, fully recog- 
nizing that there are other causes for this. 

3. A group in which the symptoms are 
principally of gastric disease. Often a sugges- 
tive feature is the irregularity and absence of 
any relationship to food or the phases of diges- 
tion. Complaint of burning sensations is 
common. In others the symptoms may be 
suggestive of duodenal ulcer. The frequency of 
adhesions between the gall bladder and stomach 
or duodenum has to be kept in mind. This may 
complicate the x-ray study. 

4. A group in which the pain is more to the 
left than usual. This may be interpreted in 
various ways; some suggest that this speaks of 
pericholecystitis but the possibility that it is due 
to pancreatic disease should be remembered. 

5. A group with symptoms referred especially 
to the heart. In older patients with gall bladder 
disease we know that myocardial change is 
common. The relationship is not always clear 
but the results often suggest that the cardiac 
condition is secondary. Pain referred to the 
precordium is common in these patients and the 
exact diagnosis is often uncertain. There is no 
doubt of the production of arrhythmias, but this 
is not peculiar to this particular infection. 
Especial importance belongs to the group with 
thoracic pain. The diagnosis of angina pectoris 
may be made. Of frequent occurrence in these 
eases is the belching of gas which often gives 
prompt relief to the pain. Always exclude gall 
bladder disease in these patients. 

6. A group in which other disturbances are 
most prominent. These are varied but two de- 
serve mention, namely, disturbance of the colon, 
and arthritis. The importance of the latter 
secondary to gall bladder disease deserves more 
recognition than it has received. 

What is the lesson to be learned from these 
very varied combinations of symptoms and 
signs? It is not intended to suggest that they 
are all secondary to the gall bladder disease, but 
they have a close association. In some cases they 
may come from a common cause. They have an 
importance in that the diagnosis may be difficult 
for no definite clue may be present. An example 
may be given: 

The patient, male, aged 50 years, came com- 
plaining of vertigo, occipital headache, insomnia, 
fatigue and inefficiency in his business. There 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


was little in his history except some slight in- 
digestion and constipation. He felt badly, was 
irritable and recognized that his nervous system 
was upset. His business had given him some 
worry but this did not seem enough to account 
for his condition. The whole picture suggested 
**neurasthenia’’. He had considerable tremor, 
the deep reflexes were increased and his blood 
pressure was low. Examination of the abdomen 
was negative except for a somewhat descending 
colon and a distended cecum. There was not 
the slightest tenderness in the gall bladder 
region. The blood count and blood chemistry 
were normal, the urine normal and the Wasser- 
mann test negative. I had no suspicion whatever 
of any disease of the biliary tract on the first 
examination. Suspicion was aroused by the 
result of small doses of mineral oil given for the 
constipation. After this was taken for two days 
the bowels became very loose and this continued 
without evident cause. Such a result suggested 
disease elsewhere. A study of the gastric func- 
tion showed sub-acidity and biliary drainage 
resulted in no ‘‘B’’ bile being obtained and 
evidence of biliary tract infection in the bile 
which was obtained. The x-ray study supported 
the diagnosis of gall bladder disease. Under 
biliary drainage he is greatly improved. 

Again in these varied pictures how can we 
estimate how much of the disturbance is due 
to the gall bladder disease and how much to 
conditions elsewhere? To do this is often im- 
possible, but the more we realize that such a 
problem exists and the more carefully we study 
it the closer we may come to a solution. Opera- 
tion is demanded in many of these cases, but the 
chances for success are increased if we recognize 
the need for attention to other phases of the 
problem. 

In this association it is interesting to quote 
the results of a study made by my associate, Dr. 
Martin Rehfuss. He has studied a group of 103 
patients, who had been operated on for gall 
bladder disease without any benefit, or had been 
made worse by the operation. Gross disease of 
the gall bladder was found in all and in 76 the 
gall bladder was removed and in 27 it was 
drained. The largest group (59 patients) com- 
plained particularly of pain which in a number 
was exactly the same as before operation; some 


had typical attacks of colic although the gall 
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bladder and gall-stones had been removed. 
Some required subsequent operation for the re- 
moval of stones in the common duct. In certain 
of these patients adhesions may have been re- 
sponsible, at any rate in part. 

The study of the gastric symptoms showed 
that these continued in a large number. Disten- 
sion from and eructations of gas were prominent 
in 83 and the symptoms were severe in 25 of 
these. Nausea or vomiting or both were marked 
in 39 and anorexia in 27 patients. Toxic mani- 
festations, as noted before, were prominent in 42. 
Disturbance in the colon was evident in some, 
marked constipation with a spastic colon in 
many and looseness of the bowels in a small 
number (18). <A surprising number (38) 
showed disturbance of fat digestion with an 
excess of fat in the stools. Of special interest 
was the number with joint manifestations of 
some grade, namely 32, and in some of these the 
arthritis began after the operation. In some 
patients seen by myself the myocardial features 
have been marked after operation. My impres- 
sion has been that continued biliary tract infec- 
tion was usually responsible. 

The x-ray studies showed that in 55 there was 
deformity of the duodenum; in 5 there was 
dilatation of the stomach apparently due to 
adhesions which in some eases caused almost 
total occlusion of the duodenum. In 8 there 
were adhesions to the stomach and in 4 severe 
gastrospasm. The colon was adherent, ap- 
parently to the liver, in 3 eases. 


These results are not to be taken as an argu- 
ment against operation. In the same surgical 
hands in the period during which these failures 
resulted there were many more successful opera- 
tions. The question arises whether more careful 
study might not have prevented some of the 
failures. My own feeling is that a more 
thorough recognition of the other conditions 
present might have suggested more preparation 
before operation and more care afterwards. In 
some eases it would have suggested that opera- 
tion was unlikely to succeed. The hope of im- 
provement or cure had been given and was not 
realized. There is no intention of suggesting 
that these results were due to the operation but 
they do suggest the wide range of disturbance 
which may persist after an operation which was 
done with the hope of making the patient well. 


GALL BLADDER DISEASE 
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It will be noted that the varieties of disturbance 
correspond fairly closely to the groups deseribed 
before. To estimate accurately the exact cause 
in each patient is impossible. That it was not 
always due to drainage of the gall bladder with- 
out removal is evident. The great majority had 
the gall bladder removed. 

Diagnosis—If the view is correct that gall 
bladder disease may show itself in some cases by 
signs and symptoms which point directly to the 
diagnosis but in many others gives no localizing 
indications, it is evident that we have two 
different problems. It is with the latter group 
that we must be specially alert. In some eases 
there is nothing to suggest gall bladder disease 
and it is only by having it in mind that the need 
for its exclusion is considered. In what may be 
described as the ‘‘toxic’’ group this is particu- 
larly evident. In other cases in which the gall 
bladder disease is only one part of extensive 
disease of the digestive tract, it may be missed 
because the symptoms from other lesions pre- 
dominate. However, the chance of error is less 
here as attention is directed to the digestive 
system and the state of the gall bladder is likely 
to be determined. 


The view that in many cases the diagnosis 
must go far afield from a local lesion adds to the 


difficulties. A recognition of gall stones or 
chronic cholecystitis and the decision to operate 
cannot be regarded as sufficient in all cases. 
That it is enough in many eases is proved by the 
splendid results of good surgery; that it is not 
enough in some eases is proved by our failures. 
It is to the prevention of the failures that our 
attention should be particularly directed. 

The differential diagnosis may be discussed 
under various heads. 

1. From Gastric or Duodenal Disease.—This 
offers many difficulties especially when it and 
biliary tract disease are both present. Points 
suggestive of gall bladder disease are the fre- 
queney of flatulency which usually shows no 
relation to the digestive processes, the lack of 
response to therapy which relieves gastric symp- 
toms and the occurrence of pain in the night 
rather than in the day. The last is often asso- 
ciated with disturbance of sleep, as is the pain 
of duodenal ulcer, but it lacks the regularity of 
the latter. In gastric disease the symptoms 
usually have a definite relation to the digestive 
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cycle and the signs are not in the gall bladder 
region. In both gastric and duodenal disease 
the results of an x-ray study and to some extent 
the gastric analyses are of value. The results of 
biliary drainage are often of great assistance. 
Perhaps the greatest difficulty comes in cases 
with adhesions between the gall bladder and the 
duodenum or stomach. Exploration may be re- 
quired to settle the question. 

2. Pancreatic Disease—Our means of diag- 
nosis of many cases of pancreatic disease are 
too often inadequate and the frequent associa- 
tion of it with biliary tract disease complicates 
the problem. Possibly the careful persistent 
study of the stools and the finding of pressure 
defects in the x-ray study are the greatest aids. 
The study of the pancreatic ferments is of use 
in some cases but not infrequently gives no 
assistance. The tendency of pain from pan- 
creatic disease to be referred to the left of the 
mid line should be remembered. 

3. Hepatic Disease.—The frequency of hepatic 
damage with gall bladder disease needs no em- 
phasis. Of fairly common conditions, hepatic 


syphilis probably is mistaken most often for gall 
bladder disease. A knowledge of the features of 
syphilis of the liver and a proper study should 


prevent error. A negative Wassermann test is 
of little value in excluding syphilis of the liver. 
The rare ease of aneurism of the hepatic artery 
may suggest gall bladder disease very strongly. 
From other hepatic disease the distinction may 
be very difficult, but biliary drainage again is 
of great value together with the hepatie fune- 
tional tests and careful study of the stools. 

4. Intestinal Disease—Appendicitis, especially 
if the appendix is retrocecal, may deceive the 
very elect and the two conditions often occur 
together. Enterospasm and disease of the colon, 
both of which are often associated with gall 
bladder disease, should be recognized by a care- 
ful study. 

5. There are diseases which are especially 
marked by pain which may cause difficulty. 
Three may be mentioned: (a) renal colic. The 
attack may simulate hepatic colie and as pyloro- 
spasm, with hypersecretion, nausea and vomit- 
ing may accompany it, a mistake is easily made 
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if a hasty judgment is passed; (b) tabeti 
crises; (c) spondylitis. These are characterized 
especially by pain but only a snap diagnosis 
should be wrong. The number of cases admitted 
to medical wards with the sear of a needless 
operation is proof that this error is not infre- 
quent. A proper examination should prevent 
error. Emphasis should be laid on the pains of 
spondylitis. These are often unilateral and may 
simulate colic, but the tenderness is due to 
hyperesthesia of the skin and spondylitis is 
easily recognized if searched for. 


SUMMARY 


The point specially emphasized is that disease 
of the gall bladder rarely exists alone and that 
a diagnosis of gall bladder disease only should 
be regarded as insufficient in the majority of 
eases. In the cases in which the symptoms and 
signs suggest disease in the upper right quadrant 
of the abdomen we may fail to recognize other 
conditions, gastric, hepatic, pancreatic or intes- 
tinal, which may be equally important. A 
thorough study should enable us to recognize 
them. To estimate their relative importance is 
not easy, but so far as possible the effort to 
reduce their severity should be made before 
operation. 

In the group in which there are no or rela- 
tively slight symptoms or signs pointing to the 
gall bladder, the recognition that this may occur 
and a thorough examination are the best safe- 
guards against error. 

A more complete diagnosis should result in 
better preparation of the patient before opera- 
tion and more care afterwards. The problem is 
an individual one for each patient, but I wish 
to put in a plea for a more definite recognition 
of the value of duodenal biliary drainage both 
before and after gall bladder operations, 
especially in cases with biliary tract infection. 
There is also the problem of the colon, the con- 
dition of which may be rendered worse by 
injudicious use of drugs, especially salines. 
Lastly, and this is a venturesome thing to say 
to some surgeons, are there not some patients 
who may do better if the gall bladder is drained 
and not removed ? 
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HE pathologist who contributes to a sympo- 

sium such as this must resist the tempta- 

tion to stray into the by-paths of theory. I shall 

confine myself, therefore, to two topics, the 

structural changes which the gall bladder under- 

goes in disease, and the mechanism by which gall 
stones come to be formed. 


STRUCTURAL CHANGES 


Before we can hope to form any conception of 
the pathological gall bladder we must first gain 
some idea of the normal appearance. To my 
mind, by far the most satisfactory method of 
attaining this end is to look at the mucosal sur- 
face under water by means of a low power binocu- 
lar dissecting microscope, using the brilliant light 
of an arc lamp as an illuminant. The picture 
disclosed to our eyes is a remarkable and beauti- 
ful one. The entire mucosal surface is divided 
into polygonal spaces by tall graceful membranes, 
delicate as gossamer, and swaying with every 
movement of the water. Compare such a pic- 
ture with the flat structureless prairie presented 
by the inner surface of the urinary bladder. On 
morphological grounds alone it is at once evident 
that the latter is a mere reservoir, whilst in the 
former an active interchange of substances must 
take place through the lining membrane. This 
view is confirmed by a consideration of histo- 
logical sections of the normal gall bladder, which 
show what appear to be a number of delicate 
villi, really mucosal folds cut on edge, each villus 
covered by columnar epithelium with the scantiest 
of stroma containing blood vessels and lympha- 
tics, a structure evidently designed for secretion 
or absorption. The pathologist is dependent on 
the kindness of the surgeon for normal specimens 
of this kind, for in autopsy specimens the villi 
appear as mere scraggy scarecrows denuded of 
epithelium. For many years it was thought that 
the interchange through the villi was in the nature 
of a secretion, and that cholesterol in particular 
was poured into the bile by the gall bladder epi- 
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thelium. In 1921, however, the work of Peyton 
Rous and McMaster showed in the most convinc- 
ing way that the major function of the gall blad- 
der was one of absorption and concentration of 
the bile which it contained. My own work in 
1923 seemed to suggest that cholesterol was one 
of the principal substances absorbed, a similar 
conclusion being reached by Torinoumi working 
in Aschoff’s laboratory in the following year. 

Before leaving the subject of the normal gall 
bladder I must refer to the interesting work of 
Boyden on the alteration of the mucosal pattern 
as the organ passes from distension to collapse. 
In complete collapse, produced by feeding an 
animal on a diet rich in fat, the lumen becomes 
nearly filled with large fungiform projections 
showing a peculiar globular distension, a condi- 
tion much more favourable to absorption than 
is the state of dilatation. 

When we study the pathological gall bladder 
under the dissecting microscope we find a pic- 
ture very different from the normal. The most 
extreme change is seen in hydrops of the gall 
bladder, where the organ becomes greatly dis- 
tended as the result of blocking of the cystic 
duct by a calculus. Here we find an absolutely 
flat featureless surface, devoid of a single eleva- 
tion. It is evident that in such an organ ab- 
sorption must be seriously impaired; may, in- 
deed, be entirely abolished. 

In an ordinary chronic cholecystitis the folds 
are enormously thickened. The cause of this 
thickening is revealed by histological examina- 
tion. It is due in part to cedema, in part to 
great collections of inflammatory cells and pro- 
liferated connective tissue cells, and in part. to 
wide dilatation of the lymphatics which is a fea- 
ture of at least the earlier stages. These in- 
flammatory changes are by no means confined 
to the mucosa, but are also evident in the fibro- 
muscular and in the subserous coats. changes 
which lead to a general thickening of the gall 
bladder wall. In an acute inflammation the 
entire wall is diffusely infiltrated with inflam- 
matory cells. In the more subacute form eosino- 
phils may form a striking feature of the picture, 
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just as they do in the appendix. In the chronic 
cases the cells in the deeper layers are more 
focal in their arrangement, being collected into 
little groups. In these cases active fibroblastic 
proliferation may be going on, with the subse- 
quent formation of dense fibrous tissue. In 
course of time this scarring may become so ex- 
treme that the mucosa is entirely replaced by a 
network of interlacing trabecule. 

Despite statements to the contrary the normal 
gall bladder does not possess true glands. The 
furrows between the ridges may, however, be so 
deep as to suggest a simple tubular gland, an 
appearance known as the Luschka crypts. In 
chronic inflammation these invaginations of mu- 
cous membrane may become very pronounced, 
so marked, indeed, that gland-like structures may 
be found in the depths of the muscular coat, 
and may be mistaken by the unwary for an 
adenocarcinoma. I have noticed that the epi- 
thelial cells lining these deeper formations differ 
from those covering the surface in that they are 
quite clear as if they contained mucin. It may 
be that such structures behave like true glands 
and produce an abundance of mucus when the 
wall is inflamed. 

For the purpose of gaining an insight into some 
of the fundamental features of gall bladder pa- 
thology I have found a study of the condition 
known as the strawberry gall bladder of peculiar 
value. The name, by the way, is rather an ob- 
jectionable one; it should rather be termed the 
lipoid gall bladder or liposis of the gall bladder. 
With the naked eye small yellow granules, not 
unlike the seeds of a strawberry, can be seen 
scattered over the mucosal surface, but it is 
under the dissecting microscope that the true 
picture is revealed. In severe cases the fragile 
folds of mucosa are loaded down by dense yellow 
material, much as the branches of a delicate birch 
tree may be weighed down by a load of snow. 
In the milder cases only a fold here and there is 
picked out, like a mountain ridge retaining but 
an occasional patch of the winter’s snow. This 
yellow material can be shown by microchemical 
methods to be an ester of cholesterol, a lipoid 
which forms the most important constituent of 
the vast majority of biliary calculi. 

The distribution of this lipoid can be studied 
by a variety of methods, of which the two most 
useful are the polarizing microscope and the 
use of a fat stain such as Scharlach R. or osmic 
acid. The polarizing microscope serves to dis- 
tinguish between cholesterol and neutral fat, for 
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the former is doubly refractive and, therefore, 
appears as brilliant particles, shining with a 
silvery radiance which is accentuated by the sur- 
rounding darkness when viewed under crossed 
Nicol’s prisms, whereas neutral fat, often present 
in large amount in the deeper layers of the gall 
bladder, remains invisible. It must be remem- 
bered, however, that all that glitters is not cho- 
lesterol, and fibrous tissue may appear faintly 
white but not brilliant. 

For a study of the finer distribution of the 
lipoid the use of a fat stain is necessary. The 
bright red globules and granules are found prin- 
cipally in the epithelial cells of the surface and in 
the underlying stroma of the folds or villi. These 
deposits are sometimes extraordinarily heavy. 
In a few of my preparations I have been able to 
demonstrate the lipoid within connective tissue 
cells of inflammatory origin in the deep layers of 
the wall. From a consideration of this distri- 
bution of the cholesterol it is hard to believe that 
it is in process of excretion. The conclusion is 
forced upon one that it is being absorbed, prob- 
ably by the lymphatics, a conclusion which is 
confirmed by experimental evidence. 

The amount of cholesterol which may collect 
in the strawberry gall bladder is remarkable. 
In a series of quantitative estimations I found 
that the lipoid was increased 40, 50, and even 60 
times. Fowweather and Collinson found an in- 
crease in the cholesterol of the gall bladder wall 
in 45 per cent of calculus cases. This brings up 
the point that the lipoid increase is by no means 
confined to the strawberry gall bladder. I have 
found at least some traces of lipoid microscopi- 
cally in about half of the cases of chronic chole- 
cystitis. 

When we enquire, what causes this remarkable 
deposition of cholesterol we find ourselves taking 
the difficult step between structure and function. 
I think, myself, that it must depend on the pre- 
sence of inflammation in the gall bladder wall. 
In every case which I have examined there has 
been at least some evidence of inflammation, 
although often very slight. Indeed, I have 
hardly ever found extensive lipoid deposits in a 
gall bladder showing very marked inflammation. 
Long-standing inflammation leads to obstruction 
of the lymphatics, which in turn must interfere 
with the process of absorption. Apparently, 
when the inflammation reaches a certain grade 
the cholesterol simply disappears. - In one of our 
cases the greater part of the gall bladder was 
thickened and had evidently been inflamed for 
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some time; no lipoid could be seen with the 
dissecting microscope. The remaining part was 
much thinner, the mucosa was comparatively 
unaltered, and it contained heavy deposits of 
cholesterol. 

In addition to the factor of inflammation it is 
extremely probable that an increase in the blood 
cholesterol, and therefore the bile cholesterol, has 
something to do with these lipoid deposits. 
Fowweather and Collinson found a high blood 
cholesterol in 47 per cent of their cases of chole- 
cystitis and calculus. We must remember, 
however, that a high blood cholesterol is often 
only a transitory phenomenon, so that it may no 
longer be present when the gall stones are dis- 
covered. Of this transitory increase pregnancy 
is a good example. A second is convalescence 
after typhoid fever. A third is rapid loss of fat 
in a stout subject. The fat, female, forty person 
is in danger of an occasional high blood chole- 
sterol. 

Reviewing our knowledge of the morbid ana- 
tomy of the inflamed gall bladder we find that 
we may recognize three principal conditions. 
First, acute cholecystitis, characterized by infil- 


tration of the entire wall with acute inflammatory 
cells and the outpouring of a purulent exudate 


into the cavity of the viscus. Second, chronic 
cholecystitis, in which the wall is again infil- 
trated with inflammatory cells, this time of a 
chronic character, with fibroblastic proliferation, 
subsequent fibrosis, and serious interference with 
the delicate absorbing mechanism of the organ. 
Third, the condition we may term the lipoid gall 
bladder, also dependent in part upon chronic 
inflammation, although of a slighter nature, and 
distinguished by deposits of cholesterol in the 
mucous membrane and to a lesser extent in the 
deeper layers of the bladder wall. 

You will notice that I have avoided all discus- 
sion of the question of the etiology of chole- 
cystitis. This is because once I started I would 
not be able to stop. If, however, I could have 
engaged in such a discussion I would arrive at 
the following conclusions. First, that strepto- 
cocci of low virulence are the most common 
cause of cholecystitis. Second, it is probable 
that bacteria reach the gall bladder both by the 
blood and the lymph stream, sometimes by one 
path, sometimes by the other. When they travel 
by the lymph stream they may come from the 
liver, from the first part of the duodenum, or from 
the appendix. The work of Prof. Evarts Gra- 
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ham has shown us the importance of lymph- 
spread infection from the liver. 


ORIGIN OF GALL STONES 


Let us turn now to the second of my topics, 
the origin of gall stones. The first and in some 
ways the most important step is a recognition of 
the fact that there are several different kinds of 
calculi, which have quite different methods of 
origin. For a full realization of the importance 
of distinguishing between the different kinds of 
calculi we are indebted especially to the work of 
Aschoff and Bacmeister. Two main types of 
stone may be recognized, the metabolic or aseptic 
stone, and the inflammatory or septic stone. 

The metabolic stone is large, oval, single, 
white, composed entirely of cholesterol, and there- 
fore known as the cholesterol solitaire. Aschoff 
calls this a metabolic stone because it is ap- 
parently formed solely as the result of disordered 
liver metabolism. Cholesterol is kept in solu- 
tion by the bile acids, but the solubility is de- 
pendent not only on the amount but on the 
relative proportion of the acids. Any distur- 
bance in the acids, any increase in the cholesterol, 
may be followed by precipitation of the latter. 
The stone is distinguished by its radiate struc- 
ture, as opposed to the concentric structure of 
the septic or inflammatory stone. Frequently 
it gives rise to no symptoms, and is only found by 
accident at autopsy. It is a silent stone, and as 
a rule the gall bladder shows no evidence of 
inflammation. It may, however, become im- 
pacted in the neck of the gall bladder, and the 
acute stasis which results is apt to be followed by 
infection. Should the stone then roll back into 
the bladder and allow the bile to re-enter, a de- 
posit of bilirubin calcium is laid down upon the 
cholesterol solitaire, with the result that what is 
termed a combination stone is formed, a com- 
bination of the metabolic and the inflammatory 
types. There is this great difference between a 
pure cholesterol stone and a combination stone; the 
pure stone issolitary whilst the combination stone, 
being partly infective in origin, is nearly always 
associated with the septic type of multiple calculi. 
The formation of a pure cholesterol stone is 
favoured by such factors as high blood cholesterol 
(and, therefore, high bile cholesterol), and by 
stasis in the gall bladder. We have seen, how- 
ever, that although a high blood cholesterol con- 
duces to the formation of a cholesterol solitaire, 
it by no means follows that it will be high at 
the time the stone is removed. 
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Before leaving the subject of the metabolic 
stone mention must be made of another variety, 
much less common and more difficult to under- 
stand. I refer to the pure pigment stone. These 
are multiple, about the size of a grain of rice, 
black in colour, and of a hard brittle consistence. 
They contain no cholesterol. These are the 
stones which so frequently complicate hemolytic 
jaundice, but other factors concerned in their 
origin are, as far as I am aware, still unknown. 

We come now to the commonest variety, the 
infective or septic stone. These are the facetted 
cholesterol-pigment-calcium stones which on sec- 
tion present not a radiate but a characteristic 
concentric arrangement of laminz. All the stones 
of one family are about the same size, but there 
may be two and sometimes even three families. 
In addition, there may be one or more large 
combination stones. If the crystalline material 
is removed by means of chloroform or ether a 
protein framework is left which shows the same 
concentric lamellation as the stone. This is 
never seen in the pure cholesterol stone. It is 
evident, therefore, that they are formed in a 
medium rich in protein, whilst the pure choles- 


terol stone is formed in a medium poor in protein. 
This provides us with a clue to the way in which 


these stones originate. As the result of inflam- 
mation of the gall bladder a mixture of pus, 
mucus, bacteria, and epithelial débris is poured 
out. During an acute attack the gall bladder is 
more or less a closed cavity, but as the swelling 
at the neck subsides bile again enters, and around 
the little nuclei of organic matter are deposited 
layers of cholesterol and bilirubin calcium. In 
this manner the family of facetted septic stone: 
is formed. 

There is, however, another way in which we 
may study the formation of stones. So far we 
have only considered the contents of the gall 
bladder; we have still to consider its wall. If a 
series of lipoid gall bladders are examined by 


The worst thing about American literature 
to-day is the noisy competition that arises 
round it. The air is filled with best-seller lists 
and contests; there is a sort of perpetual race- 
course atmosphere among the books; the chink 
of money is always to be heard; authors go up 
and down according to their commercial value. 
A young writer, if he has any success, is at once 
tempted by vast sums to produce too rapidly 
and too monotonously. Nevertheless, these 
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means of frozen sections and the Scharlach R. 
stain, masses of cholesterol will occasionally. be 
found which so heavily weigh down the villi 
that the latter appear to be attached by a mere 
pedicle to the surface of the mucosa. Should 
one of these masses become detached it will form 
an ideal nucleus for the formation of a stone. 
It is possible, indeed likely, that at least some 
stones may be formed in this way. Chauffard 
in his book on biliary lithiasis agrees with this 
suggestion, and thinks that multiple facetted 
stones usually originate in the mucosa. At the 
time of operation the gall bladder may no longer 
present a strawberry appearance, but this, as 
we have seen, tends to disappear as the wall be- 
comes more extensively fibrosed and thickened. 

In conclusion, brief reference must be made to 
the condition known as the stasis gall bladder, 
the Stauungsblase of the Germans. It is a fact 
well known to surgeons that a patient with gall 
bladder symptoms may be found at operation 
to have neither cholecystitis nor calculi. These 
cases have been studied by continental workers, 
more particularly by Aschoff, Berg, and Westphal. 
Atonic and hypertonic varieties have been de- 
scribed. In the atonic variety the gall bladder 
wall is thin and lax, in the hypertonic it is thick 
and the bladder is distended. In both there is 
stasis of bile and a tendency to the formation of 
stones. Westphal has shown that the hyper- 
tonic, or, as he calls it, the hyperkinetic variety, 
is due to vagal spasm of the neck of the gall blad- 
der and the sphincter of Oddi, a condition which 
is frequently present in the early stages of preg- 
nancy. This may be a factor of importance in 
determining the formation of calculi in pregnant 
women. 

Here I must leave this interesting organ with 
its inflammation, its lipoid deposits, its stones, 
and its stasis for the consideration of those who 
follow me in this symposium. 


things come from excitement and from interest, 
and out of the excitement a new literature is 
being born and a new audience is becoming 
critical; anything can happen with a public so 
vast and a horizon so varied. For the creator 
America is a difficult land to work in, but there 
is no finer background anywhere whence he 
may get his inspiration—Hugh Walpole in 
World Wide. 
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AM highly appreciative of the honour which 
the Canadian Medical Association has be- 
stowed upon me in this invitation to appear 
before it. As a surgeon I feel some trepidation 
in speaking about so highly a specialized subject 
as the roentgenological examination of the gall 
bladder. I prefer, therefore, to limit my remarks 
only to that phase of the subject about which I 
feel some competency to speak, namely, chole- 
cystography. 

Much has been written about cholecystography, 
and although all of the published reports have 
been complimentary to the method there has 
nevertheless been expressed a considerable varia- 
tion of opinion as to the accuracy of the results 
obtained. In a recent article I’ summarized the 
results which had been published by different 
authors up to October, 1926. These varied from 
a reported accuracy of 78 per cent to 100 per cent. 
Since that time other reports have appeared. 
Comp, Reeves and Field? have reported an ac- 
curacy of 88 per cent in 334 cases examined by the 
oral method, of which number 43 were operated 
on. Lahey* has stated that in his experience 
there has been an accuracy of 78 per cent with 
the intravenous method and one of 90 per cent 
with the oral method; the total number of cases 
examined was not given. Mooney* has reported 
a diagnostic accuracy of 89.4 per cent for the 
oral method in 19 cases checked at operation. 

A consideration of the variations in accuracy 
noted above invites a discussion as to the reasons 
for them. These seem to fall into several divi- 
sions, as follows: (1) failure to understand the 
principles upon which cholecystography is based; 
(2) errors of interpretation of the films; (3) dif- 
ferences of opinion as to what constitutes abnor- 
mality when the gall bladder is exposed. 

Cholecystography is essentially a functional 
test of the gall bladder and to a less extent of 


* Read at a Symposium on the Gall Bladder at the 
annual meeting of the Canadian Medical Association, 
Toronto, June, 1927. 


the biliary system. It depends upon the idea 
that a substance opaque to the x-rays is excreted 
by the liver into the bile, and enters the gall 
bladder where it is concentrated sufficiently to 
make that organ visible. Obviously, therefore, 
it is evident that a failure to obtain a shadow may 
occur as the result of any of the following condi- 
tions, a liver sufficiently damaged to prevent 
the proper secretion of the substance; blocking of 
the cystic duct to prevent entrance into the gall 
bladder; and finally, inability of the gall bladder 
to concentrate its contents. If food is taken 
during the time that the concentration is sup- 
posed to be going on, the gall bladder may empty 
the substance into the duodenum, with the result 
that the organ may not be visualized. It is 
especially important, therefore, to guard against 
this possible source of error, particularly in out- 
patients. Some of the errors ascribed to the 
method are undoubtedly due to this fact. It is 
obvious from the foregoing that the densest sha- 
dows of the gall bladder will occur in normal sub- 
jects. It is equally true that a failure to ob- 
tain a shadow does not mean necessarily, as is 
often erroneously stated, a blocking of the cystic 
duct or a failure of the organ to fill. In our own 
experience, by far the most common cause of 
failure to obtain a shadow is the impaired con- 
centrating power of the organ. Absent or di- 
minished ability to concentrate its contents seems 
often to be an effect of early and of comparatively 
slight disease of the gall bladder. This is one of 
the reasons why cholecystography has proven of 
great value, namely, that it has made possible the 
recognition of early and of comparatively slight 
deviations from the normal. It is not meant to 
imply that all gall bladders which fail to cast a 
shadow will necessarily reveal anatomical evi- 
dences of inflammation, although nearly all such 
gall bladders do. Just as in the case of other 
organs of the body, the gall bladder can un- 
doubtedly be the site of functional disturbances 
without anatomical evidence. It seems probable, 
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also, that functional disturbances entirely un- 
associated with inflammation, may give rise to 
symptoms. For that reason we prefer to render a 
diagnosis only of an ‘‘abnormal”’ gall bladder 
when no visualization occurs. Indeed, someone 
has suggested that the more comprehensive term 
of cholecystopathy be used instead of the too 
frequent use of the word cholecystitis. It is not 
always clear from the gross and microscopic ex- 
amination of a gall bladder why concentration has 
failed to occur. Certainly, one occasionally finds 
this failure in gall bladders in which the mucosa 
is but slightly altered anatomically. As experi- 
ence with it increases cholecystography may be 
of value in throwing light upon the dark problems 
of the non-inflammatory functional disturbances 
of the gall bladder. Impaired liver function 
alone is but rarely the cause of a failure of visuali- 
zation. This is doubtless due to the fact that a 
rather excessive amount of damage of the liver is 
necessary to interfere much with the secretion of 
the dye. From work which was first published 


in 1918°, and later extended with Peterman®, 
in which evidence was produced that a hepatitis 
is a constant accompaniment: of cholecystitis, I 


felt that the associated hepatitis might be an 
important factor in the failure of visualization 
by interfering with the secretion of the dye into 
the bile. Later work, however, has convinced me 
that, because of the large margin of safety in the 
liver, a very considerable amount of hepatitis is 
required to interfere seriously with the secretion 
of a sufficient amount of the dye to accomplish 
visualization of the gall bladder. The impor- 
tance of this hepatitis in cholecystitis has more 
recently been emphasized and extended in several 
excellent articles by Heyd and his associates who 
will doubtless discuss some phases of this ques- 
tion this afternoon. 

Errors of interpretation of the films are due 
chiefly to inexperience. As with any other diag- 
nostic procedure, greater accuracy comes with 
greater experience. It seems fair to assume that 
in the future the diagnostic accuracy will more 
nearly approach 100 per cent. The question of 
interpretation is also intimately concerned with 
the particular method of using cholecystography. 
The procedure is to some extent a quantitative 
one. My associates and I, therefore, feel that 
with the necessary uncertainty of the amount of 
the substance absorbed when given by mouth, 
the oral method is bound to be less accurate than 
the intravenous method. Both our own experi- 
ence as well as that of most of those who have 
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given their results confirm this fear. In general, 
the oral method has been found to be 6 per cent 
less accurate’. The interpretation is usually 
easy in the cases in which no shadow at all is 
obtained after a proper intravenous technique. 
In nearly 99 per cent of cases of complete failure 
of visualization a diagnosis of abnormal gall 
bladder will be verified at operation. Likewise, 
when calculi and evidences of pericholecystitis 
are seen the interpretation will be correct in 
nearly all cases. The chief difficulties are en- 
countered in the interpretation of those films in 
which the shadows present only moderate devia- 
tions from the normal in density and in time of 
appearance. Only additional experience will 
serve to improve one’s ability to interpret such 
films correctly. 

Perhaps the chief cause of variation in the re- 
sults.is the difference of opinion among surgeons 
and pathologists as to what constitutes an abnor- 
mal gall bladder. Especially is this the case when 
the decision as to its normality or abnormality 
rests only upon an inspection and palpation of 
the organ. In so far as cholecystography is 
concerned we are dealing with a functional test. 
A gall bladder even though it has a normal ex- 
ternal appearance may, nevertheless, have a 
disturbed function; and vice versa, one which 
presents some old scars of healed previous in- 
flammation may have a normal function. One 
would not consider a finger to be diseased if its 
function were perfect, merely because a scar in 
the skin bears witness to some healed previous 
infection in it. As regards most of the other or- 
gans in the body we are accustomed to think in 
terms of function, but apparently the conception 
is too new with reference to the gall bladder to 
meet with general acceptance. We are, perhaps, 
still too much inclined to think of abnormalities 
in this organ only in terms of inflammation and 
of calculi. Probably in the vast majority of | 
instances dysfunction of the goll bladder is asso- 
ciated with definite structural changes, either 
gross or microscopical. Perhaps, therefore, the 
only yard-stick which we have at present by 
which to measure the diagnostic efficiency of 
cholecystography is the examination of the organ 
for structural changes, but it is possible that a 
better method of gauging the accuracy would be 
by the relief of symptoms following cholecystec- 
tomy in those cases in which the cholecystograms 
gave definite evidence of abnormal function. 
Olch’ has recently published the results of an 
investigation of 100 consecutive cases in our 
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clinic in which cholecystographic examination re- 
vealed abnormal gall bladders, and in which 
the gall bladders were removed and examined 
microscopically, and finally the patients followed 
up with reference to the relief of their symptoms. 
In 92 cases the removed gall bladders showed 
very definite structural changes of different kinds. 
In eight cases, however, there was very little if 
any microscopic change from the normal in 
spite of definite dysfunction as revealed by 
cholecystography. But these eight patients were 
all relieved of their vague dyspeptic symptoms 
by the operation of cholecystectomy. It seems 
to me that this observation is of great impor- 
tance. If it is supported by the experiences of 
others, it may indicate that cholecystography 
will be the means of adding a new chapter to 
preventive medicine by enabling us to detect with 
reasonable certainty those disturbances of the 
gall bladder in their incipiency which if un- 
checked may lead to the advanced structural 
changes which now are demanded by the pa- 
thologists as evidences of disease. Lest any may 


think that because I am a surgeon I am arguing 
for more radical surgery, even to the extent of 


the removal of gall bladders which show no 
structural evidences of disease but which are 
adjudged abnormal only on the basis of a new- 
fangled laboratory test, I shall hasten to give 
assurance by suggesting that perhaps so early 
a recognition of dysfunction might permit of 
treatment without surgical means and thereby 
actually diminish the number of cases which now 
fall into the surgeons’ hands. At present, how- 
ever, the matter is only conjectural. In passing, 
it might also be said that since pathological 
changes in the gall bladder are the usual measure 
of diagnostic accuracy to-day, the pathological 
examinations of the removed organ should be 
made in an expert manner. I am impelled to 
make this statement because of a recent article 
in which in an analysis of 50 cases it is stated that 
although the cholecystogram was normal in three 
cases, yet the mucosal epithelium was entirely 
gone. Complete loss of mucosa can occur only in 
the most severe suppurative inflammations. In 
an examination of several hundreds of gall blad- 
ders of all kinds I have never seen a complete loss 
of mucosa. It is astonishing also that in the same 
report no less than 32 of the 50 cases (64 per cent) 
are said to have shown a loss of mucosal epi- 
thelium from one-third to all of it. Estimations 
of the accuracy of cholecystography based on 
such pathological examinations are of course 


EXAMINATION 


OF GALL BLADDER 1021 


valueless. Experimentally, the removal of the 
mucosa of the gall bladder of dogs results in a 
failure to visualize the organ by cholecystography, 
as has been shown by Spurling and Whitaker* 
and also by Copher’. 

Two questions naturally arise from those who 
have had no personal experience with cholecys- 
tography. The first concerns its usefulness and 
the second its safety. 

From what has been stated above it is ap- 
parent that many others have found it useful in 
varying degrees. Our own results at the Barnes 
Hospital which have been given to me by Dr. 
Sherwood Moore, the director of our department 
of roentgenology, have been as follows: We have 
examined 1,706 patients with cholecystography 
up to June 5th. To 1,280 patients the sub- 
stance was given intravenously, to 417 orally 
and to 9 by rectum. In 203 cases, in which a 
diagnosis of abnormal gall bladder had been 
made by this procedure, the gall bladders were 
removed and were carefully examined in the 
surgical pathological laboratory. In 97.5 per 
cent of these cases definite structural changes 
were found in the organ either grossly or micro- 
scopically or both. This accuracy of only 2.5 
per cent short of perfection concerns only those 
cases in which abnormality was diagnosed. It is 
impossible to give any satisfactory statistics on 
how many of the cases diagnosed as normal were 
really abnormal because so few of them offered 
an opportunity for actual inspection of the gall 
bladder either at operation or necropsy. 

The second question is concerned with the 
toxic reactions. These have greatly diminished 
since improved methods of manufacture have 
assured better products. From our own ex- 
perience we no longer have any fear of alarming 
reactions, particularly since we have substituted 
the use of the newer phenoltetraiodophthalein 
for tetraiodophenolphthalein. In the last 619 
cases in which we have given the sodium salt of 
phenoltetraiodophthalein intravenously there has 
not been a single severe reaction, and the slight 
reactions, which in general have been of no con- 
sequence, have decreased by nearly 50 per cent 
in number over what we experienced when we 
employed tetraiodophenolphthalein. We have em- 
ployed it in patients of all ages. Recently we 
gave an intravenous injection to a baby, 27 
months old, without any reaction at all. Inci- 
dentally, we have discovered by cholecystography 
and operated on several cases of cholecystitis in 
young children, and we are inclined to think 
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that gall bladder disease occurs in early life 
much more often than has been supposed. So 
far as we have been able to learn there has been 
only one death reported from the use of chole- 
cystography and that occurred in a case in which 
a dose of tetraiodophenolphthalein of nearly 
twice the maximum size which we have recom- 
mended was injected. As an offset to this one 
reported death we have estimated from the 
amount of material sold by only one manufactur- 
ing firm that more than 100,000 people have been 
examined by cholecystography. It should be 
strongly emphasized, however, that if the intra- 
venous method of administration is employed 
most meticulous care should be taken to use only 
triple-distilled water, scrupulously clean glass- 
ware, etc. 

Our own technique is as follows: For the adult 
of average size 3 or 344 grammes of the sodium 
salt of tetraiodophenolphthalein, or 24% grammes 
of the sodium salt of phenoltetraiodophthalein, 
are dissolved in from 30 to 50 ec.c. of water 
filtered, and sterilized in a boiling water bath for 
fifteen minutes. The solution is slowly injected 
with a syringe in the morning between 8 and 9 


o’clock, preferably in two equal doses, half an 


hour apart. Dividing the dose tends to eliminate 
any risk of a toxic reaction. If given very slowly, 
however, over a period of ten or fifteen minutes, 
in one dose there is but little danger of a reaction. 
Case has recommended the prompt injection of 
0.5 ec.c. of adrenaline if any symptoms of a 
severe reaction occur, such as fall in blood pres- 
sure. We have found this helpful in the few 
cases in which it seemed necessary. Breakfast 
is omitted in order that the duodenum may be 
empty during the period of concentration in the 
gall bladder. For lunch the patient may have 
a liquid diet, but it should contain little or no 
protein or fat. The evening meal may be taken 
as usual. We formerly employed large doses of 
sodium bicarbonate by mouth, because Ccle?? 
showed in some experimental work on animals 
that the reduction of the gastric acidity tended 
to reduce the amount of bile discharged into the 
duodenum. He was able to obtain this finding 
even when care was taken to exclude the passage 
of gastric contents into the duodenum. Lately, 
however, we have abandoned the use of the bi- 
carbonate because it has seemed unnecessary. 
Roentgenograms are made four, eight, and 
twenty-four hours after the injection. Dr. Sher- 
wood Moore, the director of our department of 
radiology, prefers not to use the Potter-Bucky 
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diaphragm. A series of films is essential in order 
to gain information concerning the concentrat- 
ing function and the changes in size of the gal] 
bladder. 

An important modification of this procedure has 
been made by Milliken and Whitaker’ who 
give a meal containing fat in order to determine 
the ability of the gall bladder to reduce its size 
promptly. They, and also Boyden,!” showed that 
fats have a remarkable tendency to cause emp- 
tying of the gall bladder quickly. Case!* gives 
his injections at 5 p.m. in one dose, dissolved in 
75 to 100 c.c. of Ringer’s solution. The patient 
takes his evening meal as usual. Films are 
taken before breakfast. The patient then eats a 
meal, including egg yolk or milk and cream, and 
he returns at about noon for more films, which 
conclude the examination. Wilkie and Illing- 
worth'* prefer to make the injection between 8 
and 10 p.m. after the omission of the evening 
meal. Pribram, Grunenberg, and Strauss!” have 
recommended the use of a preliminary injection 
of pituitrin in an attempt to empty the gall blad- 
der first. 

It is important to realize that accuracy of in- 
terpretation depends very largely upon experience 
with the particular method of administration. 
One who is familiar with the results of the intra- 
venous method will often be puzzled by those 
obtained by the oral method if his experience 
with the latter has been limited. Normally, after 
the intravenous method described above a faint 
shadow of the gall bladder will usually be visible 
in about four hours. At eight hours it will have 
increased in density and will often be somewhat 
smaller, probably because of reduction in volume 
by concentration. At twenty-four hours the 
shadow will usually be nearly or completely gone. 
If, however, no food at all has been taken since 
the injection, the twenty-four-hour shadow may 
be the densest and smallest of all because of 
marked concentration. One possible objection 
to Case’s modification of the intravenous method 
is that, since no films are taken until fourteen or 
fifteen hours after the injection, the information 
obtained about the concentrating activity of the 
gall bladder is less complete than if a series is 
made during the phase of concentration. 

One advantage in using phenoltetraiodophtha- 
lein instead of tetraiodophenolphthalein is that 
the former can be used simultaneously both for 
testing the secretory function of the liver and for 
cholecystography. In this way, in cases of faint 
shadows, one can be a little more certain whether 
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the abnormal visualization has been due to de- 
ficient secretion of the substance through the 
liver or to deficient concentrating power of the 
gall bladder. The hepatic functional test is car- 
ried out in a manner similar to the well known 
Rosenthal procedure. The full technique of it 
has-been published by Cole’®. 
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SURGERY OF THE GALL BLADDER* 


By Cuas. Gorpon Heyp, B.A., M.D. 


Professor of Surgery, New York Post-Graduate Medical School and Hospital 
New York 


‘THE consideration of the surgical aspects of 

disease of the biliary apparatus should con- 
cern itself with the fundamental principles that 
govern operative intervention rather than a 
technical description of operations or the various 
surgical procedures employed. 

It may be assumed that the question of 
cholecystectomy versus choleeystostomy has been 
settled and there is no need at this time to con- 
sider these two different types of operations’ from 
any other standpoint than that cholecystectomy 
is pre-eminently the operation of choice and will 
be indicated in about 95 per cent of all cases, 
while cholecystostomy is more clearly indicated 
in the aged and the debilitated; in the 
gangrenous or suppurative type of gall bladder ; 
or when it is desirable to save the gall bladder 
for the purpose of an anastomosis with the 
gastro-intestinal tract. 

The surgery of gall bladder disease will 
involve operative intervention: (1) for disease 
confined entirely to the gall bladder; (2) for 
disease of both the gall bladder and biliary 
ducts; (3) for the repair of injuries or stenosis 


* Read before the Canadian Medical Association as 
part of a Symposium on the Gall Bladder, Toronto, 
June 17, 1927. 


of the ductal system, usually secondary to 
previous operations; (4) for affections of the 
panereas, particularly malignancy, when it is 
desirable to create a new channel for biliary 
delivery by an anastomosis between either the 
gall bladder or ducts and some portion of the 
gastro-duodenal segment. 

The operation of cholecystogastrostomy or 
choleeystoduodenostomy for chronie obstructive 
jaundice should have a far wider field of use- 
fulness than obtains at the present time. The 
indications for this procedure may be sum- 
marized: (1) mistaken diagnosis. Not infre- 
quently a surgeon operates for supposed 
malignaney of the pancreas and finds the diag- 
nosis has been incorrect. With biliary drainage 
the inflammatory condition subsides with re- 
covery of the patient; (2) the relief of disten- 
sion pain. All patients do not have the pruritis 
or the mental depression of cholemia, but they 
suffer a gradually increasing pain from disten- 
sion of the biliary apparatus; (3) intractable 
pruritis. In many cases this is so severe that the 
patients positively demand surgical relief; (4) 
social. To prolong life in comparative comfort 
until such time as death takes place from 
metastasis or local extension of the growth; (5) 
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as a preliminary measure in chronic jaundice 
when the origin of the obstruction is doubtful, 
and when the condition of the patient with 
cholemia, asthenia and the tendency to hemor- 
rhage is such as to prohibit thorough explora- 
tion; (6) as a palliative operation in the aged 
and infirm. One has only to recall the patient 
on whom an emergency cholecystostomy has 
been performed with the idea of a more 
thorough surgical exploration later. Quite con- 
trary to expectations, the second operation is 
attended with more danger than the first by 
reason of the great loss of bile that has taken 
place in the interim. It would seem that the 
patient’s strength would have been more 
adequately conserved by a cholecystogastrostomy 
with internal drainage of bile into the gastro- 
duodenal segment; (7) in certain patients with 
recurrent cholecystitis and cholangitis, incom- 
pletely cured by cholecystostomy, and in whom 
the closure of the fistula brings about an attack 
of jaundice and ascending biliary infection. 
Closely associated with this condition is an ill- 
defined group of eases with biliary cirrhosis 
sequential to chronic cholangitis in whom 
choleeystogastrostomy affords a remedial measure 
ot undoubted value; (8) in toxie and infectious 
hepatic jaundice, and possibly (9) in septic 
pylephlebitis of the portal vein. 

The question might be advanced why a 
choleeystogastrostomy is to be performed in 
these last two groups of cases presenting pro- 
nounced cholemia with acholic stools and yet ai 
laparotomy giving no demonstrable evidence of 
obstruction to the common duct. The answer to 
this question is represented in the ultimate cure 
that is obtained by draining the bile through 
the gall bladder into the stomach or duodenum. 
The mechanical reason for this type of operation 
is that there is an obstructive jaundice, but the 
obstruction is intra-hepatic. The small bile 
ducts are occluded within the liver by thrombi 
and cellular detritus from the infection, and the 
hepatic degeneration. The liver is undergoing 
widespread degenerative changes. With this is 
a severe inflammatory or reactional edema and 
the condition in its mechanical aspects is a 
hydro-hepatosis. 

The anastomosis of the gall bladder to the 
stomach or duodenum provides a continuous 
lvmphatie drainage to the liver; the contents of 
the lymphatics of the liver passing uninter- 
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ruptedly through the wall of the gall bladder 
and thence to the stomach provide an effective 
means for the depletion of the liver. With a 
lessening of the hepatic wdema, the liver 
parenchyma and the bile capillaries begin to 
function, biliary drainage is established and the 
hepatie tissue is able to bring into play its 
remarkable ability to regenerate and replace 
destroyed tissue. The proof that the recovery of 
the liver is due to lymphatic drainage, and that 
with the diminution in the «edema or congestion 
of the liver the hepatic cells do function, may 
be said to rest on the following observations: 
(1) the gall bladder in this type of case is 
only slightly distended, if at all; (2) it usually 
contains bile as the pigments have not been 
entirely absorbed from the bile within the gall 
bladder, although occasionally we do find so- 
called ‘‘white bile’’; (3) forty-eight hours after 
the gall bladder is anastomosed to the stomach 
or duodenum, if a duodenal tube is introduced, 
an abundant amount of bile may be obtained 
and in addition, bile is present in the stools. As 
a result of the anastomosis biliary secretion has 
been re-established with the delivery of bile into 
the gastro-intestinal tract. 

In a ease of septic pylephlebitis of the portal 
vein following gangrenous appendicitis, we have 
performed cholecystogastrostomy with cure. 
The basis for this procedure was that it would 
be a safety measure to relieve the liver of its 
tremendous inflammatory edema, and the liver 
possessing marked resistance to bacterial infee- 
tion might under these circumstances more 
adequately combat the infection. 

It may be accepted as a truism that the 
mortality in gall bladder surgery is directly 
proportionate to the degree of surgical trauma, 
and is primarily dependent upon what portion 
of the biliary apparatus is involved. The 
mortality of cholecystectomy or cholecystostomy 
is relatively low. The post-operative death rate 
increases when the common duct is invaded and 
is largely influenced by the presence or absence 
of jaundice. The mortality of cholecysto- 
gastrostomy or cholecystoduodenostomy is de- 
termined by the primary condition, whether the 
obstruction is due to malignaney or inflamma- 
tion. The immediate mortality is again in- 
fluenced largely by the degree of the complicat- 
ing jaundice. 

Surgeons have been impressed, when operat- 
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ing for gall bladder disease in finding not only 
a gall bladder with thickened walls and 
numerous gallstones, but also a liver that shows 
macroscopic changes that seem far more severe 
than those encountered in the gall bladder. 
While the gall bladder is diseased and has cer- 
tainly undergone acute manifestations at some 
time, as evidenced by the ealeuli, thickness of 
the walls, the chronic adenopathy, ete., the 
changes in the liver would indicate that by far 
the greatest infectious, toxic or chemical trauma 
had been exerted upon the liver. The liver in 
these individuals usually extends below the 
costal margin at the anterior mammary line. 
The colour is grayish, with a loss of the ochre- 
yellow colour of normal liver tissue. Glisson’s 
capsule appears thickened, crenated, wrinkled 
and hard. The liver substance is leathery and 
does not tear upon being eviscerated from 
the abdomen. About the area of the gall 
bladder there extends centrifugally a rosette of 
white fibrous tissue, extremely dense, and its 
denseness diminishes and becomes more at: 
tenuated as the rosette extends out from the 
gall bladder area. On the under surface of the 
organ the same changes are manifest and one 
is impressed with the gross appearance of a 
parenchymatous organ exhibiting marked de- 
grees of fibrosis. Certainly, the problem pre- 
sented by this type of case is not merely one of 
surgery directed against a diseased gall bladder 
but involves a consideration of thé metabolic 
and general constitutional changes that have 
oceurred throughout the body of the individual. 
It is my belief that many of these cases of 
chronic gall bladder disease with associated liver 
changes that are operated upon will never be 
completely cured in the sense that they will have 
no further evidence of altered body function. 
This surgical problem demonstrates the oft- 
repeated observation that it is seldom that a long 
continued infectious process manifests all of its 
effects upon the organ to which the surgery is 
directed. 

Chronie cholecystitis exhibits general con- 
stitutional symptoms, such as adiposity, myo- 
cardial change, changes in blood pressure and 
changes in the endocrine glands. Likewise, 
remote effects, such as myositis, arthritis and the 
nephropathies, and finally a symptomatology 
that is purely abdominal and local. In this 
connection it is well to mention the emphasis 
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placed by Joslin on the interrelation of gall 
bladder disease and some types of diabetes. It 
would seem that the depreciation in liver fune- 
tion, which is a concomitant of most of the 
eases of chronic gall bladder disease, brings 
about a lessening in the diastatic function of 
the liver with a resulting loss of the glycogenie 
function of the pancreas. 

In the last few years, largely due to the work 
on the lymphaties of the gall bladder by Sudler; 
on hepatitis by Graham, Heyd, MacNeal and 
Killian, an entirely new conception has arisen as 
to the association of liver changes and gall 
bladder disease. It is incontrovertible that 
every case of gall bladder disease is associated 
with some concomitant, associated or sequential 
liver affection. The degree of liver injury is 
proportional to the chronicity of the infection 
in the gall bladder, to its type and to its in- 
trinsie virulence. Adami has shown that under 
normal conditions pathogenic bacteria may be 
and are eliminated by the liver cells into the 
bile. Opie drew attention to the degeneration 


of the liver cells throughout the portal system 


as the result of absorption of toxic by-products 
from the gastro-intestinal tract. 

Obstructive hepatic jaundice presupposes a 
normal bile formation, and a normal mechanism 
of exeretion through apparently normal liver 
cells. This mechanism does not obtain for any 
great length of time after obstruction has 
occurred, for normal bile is no longer secreted 
nor are the liver cells intact. That the 
mechanical factor of obstruction does not long 
obtain is evident, for just as soon as the obstruc- 
tion raises the hydrostatic pressure of the fluid 
within the ducts to a degree equal to that of 
secretory liver pressure, there must of necessity 
be a cessation of flow or even a reversal of the 
direction of the bile current with a functional 
or intrinsic damage to the liver cells. We know, 
however, that the entire right lobe of the liver 
ean be put out of commission by blocking of 
the right hepatic duct without exhibiting 
jaundice or any clinical manifestations of im- 
paired liver function. The liver is essentially 
a silent organ, provided some portion of it is 
allowed to exercise its normal functions. There 
may be impairment of a considerable portion of 
the hepatic parenchyma in one or many of its 
functions, and yet there may be preserved 
sufficient intact liver to carry on and functionate 
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without jaundice. The first effect of jaundice 
will be apparent in the liver. In obstructive 
jaundice there is marked distention of all the 
bile passages. The intra-hepatic bile capillaries 
are dilated and tortuous, and ‘‘laking’’ of bile 
occurs with rupture of the bile capillaries. 
There is marked edema and swelling of the 
liver as a whole. Cases are recorded in which 
over one litre of bile had accumulated in them. 
The liver cells continue to secrete for a time but 
are soon injured by the chemical effect of bile 
and pressure. The ability to store glycogen is 
soon lost, and the exeretion of bile acids de- 
creases. Histological examination of liver 
sections in toxie or infectious jaundice shows 
parenchymatous changes from simple cloudy 
swelling as in pneumonia and acute articular 
rheumatism, to granular degeneration and 
necrosis in some cases of catarrhal jaundice, to 
fatty degeneration as in chloroform poisoning, 
to partial necrosis and vacuolization in spiro- 
chetal icterus, up to complete and total necrosis 
in acute yellow atrophy. If the offending agent 
is not sufficiently grave nor too long continued, 


the liver injury may be healed clinically by a 
process of fibrous tissue replacement. 

In long continued jaundice the bile pigments 
are subsequently absorbed from the bile within 
the gall bladder and common duct and we find 
a ‘‘white bile’? due to a mucorrhea from the 
mucous cells of the gall bladder and external 


biliary system. Clinically this is recognized in 
the gall bladder in many eases of obstructive 
jaundice due to carcinoma of the pancreas giving 
the typical ‘‘white bile’’ within a_ typical 
Courvoisier but functionless gall bladder. 
Again, we find ‘‘ white bile’’ in the common duct 
above impacted ealeuli at the ampulla of Vater. 
There is nothing specifically dangerous about 
‘white bile’’. It is the expression of a gross 
mechanical obstruction resulting in a function- 
less gall bladder with mucorrheea of the cells of 
the external biliary duct system as well as the 
presence of a hydro-hepatosis of the liver. Its 
only importance is that the mortality following 
surgical intervention in this type of case is due 
to the conditions that cause ‘‘white bile’’, 
rather than to any inherent toxicity per se of 
the ‘‘white bile’’. 

It is rare that a patient with a simple un- 
complicated operation for gall bladder disease 
dies from peritonitis. Infection as a cause of 
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death is not a noteworthy feature in operations 
on the common duct. It is apparent there are 
other factors in the production of mortalities. 
Probably the greatest single productive factor 
in a lethal termination is the presence of 
jaundice. The effect of jaundice is essentially 
chemical, not infectious, and hemorrhage is one 
of its most frequent manifestations. It is 
interesting to recall that in more than 75 per 
eent of the cases that die after common duct 
operations there is found at autopsy an ‘intra- 
peritoneal collection of fluid blood varying in 
amount from 300 to 800 ¢.c., and in fully 50 
per cent the post-operative hemorrhage was an 
important contributing cause of death. The 
lethal factor in mortality, aside from those that 
are the direct result of hemorrhage or infection, 
is chemical. We believe that the liver exercises 
a most profound influence in preventing deat!: 
after gall bladder operations. Failure of the 
liver to cope adequately with the disease present 
plus the surgical trauma, either through hepatic 
exhaustion or hepatic dysfunction, is largely 
responsible for the fatal outcome. 

We have observed in the last ten years a type 
of mortality that occurs atter simple cholecys- 
tectomy or cholecystostomy. The patients have 
been almost always women, approximately over 
forty years of age, with chronic gall bladder 
disease and at the time of operation were without 
jaundice. Preliminary studies, both blood ana 
urinary, revealed no noteworthy facts, and 
functional tests demonstrated the competency of 
the kidneys. These patients did not receive any 
soda bicarbonate pre-operatively. Following a 
comparatively simple operation, the patients 
never fully recovered consciousness and passed 
from somnolence into stupor and finally into 
coma, and at the end of 24 to 36 hours died 
without having once regained full consciousness. 
There was no vomiting, no dilatation of the 
stomach and none of the signs of intra-peritoneal 
hemorrhage. It was determined that this 
particular type of case had a carbon dioxide 
combining power of 80 or 90 plus, and that the 
chemical factor in their lethal condition was an 
alkalosis. 

There has been a second type of mortality, 
somewhat less frequent than the first, which has 
occurred in patients who were jaundiced at the 
time of operation. The operation usually con- 
sisted of a drainage of the common duct with 
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or without cholecystectomy. These patients had 
not been operated upon previously, and for the 
first five or six days after operation reacted in 
a normal and satisfactory manner. At about 
this time in spite of a perceptible diminution in 
the intensity of the jaundice and with a 
diminishing icteric index they became delirious, 
with marked cerebral excitation, subsultus 
tendinum, earphology, and finally stupor and 
coma. For the twenty-four hours or more 
previous to death, the biliary discharge becomes 
less and less in amount, more and more watery 
in character and finally ceases. There has been 
no evidence of a failing renal function, and 
there is no evidence of intra-peritoneal hemor- 
rhage or infection, and yet in spite of diminish- 
ing jaundice there has been a development of a 
coma that is similar in all its clinical manifesta- 
tions to cholemia. We have done spinal punc- 
ture on these cases on account of the marked 
nervous irritability and have obtained fluid with 
a slight globulin reaction and a cell count of 
nine or ten per cubic millimetre. It is interest- 
ing to speculate as to the probable effect of 
biliary drainage in these cases. Has the sudden 
removal of the obstruction induced an acute 
reactive hyperemia in an already damaged liver? 
If so, the hepatic cells function after a fashion 
for a short time only and then altogether cease 
their activity resulting in a profound intoxica- 
tion with death. 

There is a third mortality yroup, less frequent 
than the other two, and fortunately more 
amenable to treatment. The patients have had 
a previous operation on the biliary tract, usually 
a cholecystostomy rather than a cholecystectomy, 
and have to submit to a second operation on 
account of the continuation of gall bladder or 
common duct disease. They have usually been 
without jaundice or at most a jaundice of very 
minor degree. For the first 24 to 36 hours after 
operation the clinical course is as nearly normal 
as obtains in most secondary operations. Then 
the pulse rate becomes markedly accelerated 
and the patient rapidly becomes prostrated, with 
a fall in blood pressure, cessation of urinary 
secretion, and cold and clammy extremities. The 
abdomen and the site of operation are apparently 
normal and one is impressed with the fact that 
the clinical condition suggests some sudden and 
pronounced intoxication. Transfusion or re- 
peated infusions of normal saline, with 10 to 
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20 per cent glucose, is sometimes of avail in 
saving an occasional patient. 

While the operation of cholecystostomy is 
simpler than cholecystectomy the possibilities 
of complete cure are distinctly less than after 
cholecystectomy. Yet choleeystostomy is un- 
doubtedly a safer operation. It. little profits a 
patient to have a gall bladder removed and have 


. an injury to the ducts, for of all the terrible 


complications that may ensue I know of none 
that is to be compared in gravity with an 
operative injury to the common or hepatie ducts. 
That this accident is not infrequent is manifested 
by even the most cursory review of the litera- 
ture, and yet it is an accident that should be 
quite rare. The most common way in which 
the common duct is injured is by making undue 
traction on the cystie duct, thereby converting 
the cystic and common ducts into an inverted Y ; 
a low division of the supposed eystie duct will 
then cut through the common duct and result in 
a round lateral defect in the choledochus. A 
less frequent mechanism is ihe plunging of a 
clamp through Calot’s triangle and grasping 
the cystic and right hepatie duct in one ‘‘bite’’ 
of the clamp and then dividing the tissue. The 
chances of an injury to the hepatic or common 
duct can be avoided if Hartmann’s pouch i: 
grasped and the peritoneum divided well up on 
the wall of the gall bladder. This mancuvre 
allows Hartmann’s pouch to be elevated and the 
cystic duct identified and isolated as it emerges 
from under the gall bladder. The anomalous 
condition of an independent hepatic duct passing 
from the liver to the gall bladder is apparently 
such a rare anomaly that it can hardly ever 
occur in the practice of the majority of 
surgeons. 

Not infrequently the surgeon encounters the 
association of ulcer of the gastro-duodenal 
segment with gall bladder disease. It is an 
impression that is supported by certain statis- 
tical studies that many of the cases that have 
had an operation for ulcer of the stomach or 
duodenum and that still complain of symptoms 


have been allowed to retain a more or less 


chronically infected gall bladder. It is interest- 


ing also to recall that after a surgical operation 


on the stomach, gallstones may develop in the 
surprisingly short space of eighty-six days as in 
the case reported by Cameron and in eighty- 
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seven days in a case I reported to the New 
York Surgical Society. 

Inereasing experience seems to demonstrate 
that the chronically infected gall bladder with- 
out caleuli, almost invariably shows: (1) a loss 
of the normal green colour; (2) an increased 
thickness of the wall, and (3) very much 
dilated, engorged blood vessels over its surface. 
These external and visible signs in conjunction 
with adenopathy of the lymph glands in Calot’s 
triangle or along the common duct, together 
with the evidence of interstitial hepatitis, are 
sufficient to indicate the need for a cholecys- 
tectomy. 

It has been our practice always to remove the 
appendix in any upper abdominal laparotomy 
and we are becoming more and more convinced 
of the causal or associative factor of chronic 
appendiceal disease with upper abdominal patho- 
logy. 

In brief, the surgical therapy for disease of 
the biliary system predicates: (1) the selection 
of the best operative procedure for the condition 
indicated; (2) an intimate knowledge of the 
pre-operative preparation for the operation; (3) 
an adequate and extensive experience capable 
of surmounting all of the operative difficulties 
and complications that are inherent in gall 
bladder surgery; and, (4) an appreciation of 
the post-operative complications that may ensue 
and the best measures that may be employed to 
obviate or remedy them. 

The pre-operative treatment is of the utmost 
importance and is particularly directed to the 
preparation of patients with jaundice. The 
first step should be the determination of the 
myocardial efficiency of the individual. There 
are many patients with chronic gall bladder 
disease who have a well marked myocarditis 
with cardiac pain. It follows therefore that a 
eareful survey of the heart should be made. 
Of great importance is the accurate determina- 
tion of the blood chemistry and urinary findings 
and it is a wise procedure to have the patients 
well supplied with fluid, 2,000 to 3,000 ce. 
daily three to four days previous to operation. 
This amount of water is readily given by 
Murphy proctoclysis, 500 ¢.c. every three or 
four hours. For the last three years we have 
not used bicarbonate of soda as a pre-operative 
medication. In the presence of a jaundice the 
outstanding measure is to render the patient 


‘per 
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safe for surgery so far as hemorrhage is con- 
cerned. The introduction of 5 «ec. of a 10 
cent solution of calcium chloride intra- 
venously for three days previous to operation, 
as recommended by Walters, is remarkably) 
efficacious, but the greatest aid is obtained from 
the transfusion of whole blood immediately 
before operation. With a single or with serial 
transfusions it is ordinarily possible to reduce 
the bleeding and coagulation time to within the 
seven minutes that we consider comparatively 
safe for surgical intervention. 

The post-operative treatment is an application 
of all of the ideas and principles embraced in 
the pre-operative preparation. 

We are sure that the too rapid drainage of 
the common duct in conditions of jaundice is 
dangerous and when the common duct has been 
drained we are in the habit cf clamping off the 
drainage tube for a half to one hour every third 
or fourth hour. In addition, we always return 
the bile that comes away in the drainage tube 
back to the patient either by means of a stomach 
tube or preferably given in the Murphy drip 
by rectum. 

The question of primary closure of the 
abdomen after cholecystectomy is still being de- 
bated. It has been our practice, however, to 
introduce always a small rubber tissue drain 
down to Morrison’s space. With the extension 
of the operative indications for cholecystectomy 
it is becoming more apparent that surgeons are 
removing many more gall bladders in the 
earlier stages of disease than obtained a few 
years ago, and the stump of the cystic duct in 
most of these cases after crushing seals itself 
without leakage within a very short time. This 
is particularly true if the stump is enclosed and 
sutured within the folds of the peritoneal re- 
flections of the gall bladder fossa. However, 
there are still approximately 5 per cent of all 
eases of cholecystectomy that do ooze or leak a 
slight amount of bile, not necessarily from the 
cystic duct but from the liver wound, and the re- 
opening of an abdominal wound for biliary leak- 
age is not a pleasant post-operative undertaking. 
I think the matter remains purely an individual 
one, and for which no general rules can be 
formulated. Some operators will remove the 
gall bladder with the most meticulous care, 
leaving intact the tissue of the gall bladder 
fossa so that at no point is there any bleeding 
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or injury to the liver. Others will strip a gall 
bladder out of the liver with more freedom, 
leaving many minute points of hepatic injury. 
While the peritoneal cavity will tolerate bile 
with comparative ease it is after all like infec- 
tion, a matter of dosage, for it all depends upon 
how much bile actually escapes into the ab- 
dominal eavity. One of the most productive 
causes of an intense peritcnitis in the right 
upper quadrant after cholecystectomy is un- 
doubtedly the chemical irritation of free bile, 
and not the operative trauma. 

It is well to note that there is a small per- 


centage of cases that after comparatively easy 


cholecystectomy develop a post-operative jaun- 
dice. These patients have been without 
jaundice before operation and the surgical 
procedures have been confined to the gall 
bladder. The operation has been without any 
unusual trauma and there has been nothing to 
suggest the development of any post-operative 
complication. However, on the third to tenth 


day, or even as late as six weeks, the patient 
may be seized with a sudden acute attack of 


eolic, with fever and the development of 
jaundice. In some eases there is an absence of 
fever and pain, but the jaundice is present. 
The intensity of the jaundice increases, as de- 
termined by the icteric index, over a short 


The Stephen Paget Memorial Lecture. — 
Stephen Paget was associated so closely with 
the activities of the Research Defence Society 
that a leectureship endowed in his name is a 
fitting memorial. The first Stephen Paget 
memorial lecture was given on June 21st by 
Mr. Julian S. Huxley, until recently professor 
of zoology in the University of London. Mr. 
Huxley has recently relinguished his chair in 
order to devote all his time to the interpreta- 
tion of scientific facts and advances to the 
general public, and he has started his new 
career well in expounding at the outset the 
value of research to the community. The scope 
‘ of his lecture ineluded a review of the relations 
of animals and plants to their environment and 
of the dangers of introducing either to new 
countries without careful consideration of the 
possible consequences. The upset of the balance 
maintained by the normal checks to multiplica- 
tion and spread of any species in its natural 
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period of time. The stools are somewhat clay- 
coloured. After a variable period, ten to 
fourteen days, the jaundice disappears spon- 
taneously and we have assumed that the condi- 
tion represented a post-operative non-caleulous 
cholangitis. A word of caution is interposed as 
to the desirability of waiting in this type of 
complication rather than being projected into 
any further surgical intervention. 

In a survey of some of the post-operative 
complications that may. intervene after biliary 
or pancreatic surgery, one is impressed with the 
oeceasional patient that exhibits an asthenia, 
anorexia, nausea and vomiting during the con- 
valescence. Whipple believes this is a clinical 
entity, and has called it post-operative pan- 
creatic asthenia. It is characterized by extreme 
anorexia, even to the extent of 
sitophobia, nausea and vomiting, and rapid loss 
of weight. This condition has appeared 
ordinarily from the second to the ninth day 
and is of variable duration. Of outstanding 
importance in the differentiation of this condi- 
tion from the cholemic state is the fact that the 
patients with pancreatic asthenia are never 
comatose, have a clear sensorium and are never 
delirious. This is in marked contradistinction 
to any of the types of cholemia which are in- 
variably associated with stupor and coma. 


setting might be followed by disastrous results. 
On the other hand, efforts to exterminate ani- 
mals or plants that were found to do damage 
must be undertaken only after careful study of 
their prey or habits of growth, since some other 
worse pest might become manifest without their 
restricting influence. Agricultural research is 
a paying proposition for any nation, and even 
the most conservative and dogmatie of ‘‘prac- 
tical farmers’’ benefits indirectly from the 
modern work on heredity and parasitology 
which he still affects to despise. A more deli- 
cate matter is the need to convince the public 
that experiment as well as observation is re- 
quired for the progress of medical science. 


Prof. Huxley cited examples of benefits to man- 
kind and to animals that had resulted from ex- 
periment, recalling the testimony of Pasteur 
and Lister and quoting modern instances such 
as insulin.—The Lancet, July 2, 1927. 
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ANAISTHESIA IN GALL BLADDER SURGERY* 


By WESLEY Bourne, M.D., M.Sc. 


Montreal 


"THE opening of the upper part of the belly 

is an act in which the anesthetist is par- 
ticularly interested. When it has to be done for 
affections of the gall bladder the question 
whether the functions of the liver are disturbed 
or not should be considered at once. The one 
implies dealing with bad risks and the other 
with those that are relatively simple. It is 
therefore intended at this time to treat especially 
of the former, as in so doing the latter will be 
imperceptibly included. 


Recently in a series of articles Walters, 
Greene, Snell, Rowntree and MeVicar' have re- 
viewed the subject of diseases of the liver and 
contributed valuable intelligence from the results 
of observations made in the laboratory as well 
as in the clinic. They have surveyed the tests 
for hepatic function and find that there are 
only three of any practical value, namely, the 
determination of the icterus index,? the Van 
den Bergh test®* and Rosenthal’s‘ method of 
measuring the rate of disappearance of brom- 
sulphalein from the blood. This last mentioned 
is commonly agreed upon as the most sensitive 
and accurate of all liver-function tests at present 
at our disposal. 


Obstruction to the flow of bile is followed by 
such damage to the liver that its glyecogenic 
activity is upset and blood sugar is increased; 
its réle in protein metabolism is disturbed so 
that there is less urea in the blood and urine, 
followed by an increase shortly before death; 
the threshold for serum bilirubin is exceeded 
and icterus is made manifest; the intestinal 
contents are deprived of bile salts with a result- 
ing steatorrhea and the disappearance of 
hemoconia (Brulé*>); and lastly the clotting 
time of the blood is delayed, which although 
not understood constitutes a very serious feature. 
It is well known that along with these func- 


* Read before the joint meetings of the Canadian 
Medical Association, the Ontario Medical Association, 
and the Canadian Society of Anesthetists, as part of a 
Symposium on the Gall Bladder, Toronto, June 17, 1927. 


tional disturbances characteristic pathological 
changes occur. Graham® has shown that 
hepatitis is a constant accompaniment of 
cholecystitis. The changes are somewhat similar 
to those of biliary obstruction although they are 
not nearly so pronounced. 

With these effects of gall bladder conditions 
in view, it becomes a matter of considerable im- 
portance to know the actions of anesthetics on 
the liver. The almost specifically damaging 
effects of chloroform on this organ (Whipple 
and Sperry’) are so well known that much 
further comment at this time seems unnecessasy. 
Suffice it to say, that it should never be used 
when less poisonous drugs are available. Mann‘* 
has shown that ‘‘ether produces two demon- 
strable effects on hepatic activity; it causes a 
hyperglycemia dependent wholly on the liver, 
and it also depresses hepatic function in regard 
to the secretion of bile.’’ Very little definite 
information is available concerning the actions 
of the gaseous anesthetics on the liver; it has 
been believed that in a general manner they do 
little or no harm provided cyanosis is avoided. 
Just recently Rosenthal and I® have made a 
series of observations on dogs and humans in 
the Department of Pharmacology of McGill 
University, and in the Shriners’ Hospital of 
Montreal. We compared the effects of chloro- 
form, ether, nitrous oxide and ethylene on the 
liver by the use of the dye method and de- 
termination of the bile pigments in blood and 
urine. It was found that chloroform and ether 
produce a considerable impairment of hepatic 
function. After ether there is a return to 
normal within one to two days; with chloroform 
the immediate depression is more marked than 
with ether, and instead of a return to normal the 
next day, the damage becomes much more severe. 
After one-half hour of chloroform there is a 
disturbance of bile pigment metabolism for three 
days, but the bromsulphalein dye test does not 
reach normal valyes for eight days. Two hours 
of chloroform cause bilirubinemia and urobilino- 
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genuria for ten days, but the dye test shows 
damage for six weeks. Nitrous oxide and 
ethylene for two hours cause neither immediate 
nor delayed disturbance of function. Asphyxia 
associated with an ansthetic greatly increases 
its toxicity, and liver damage, even with the 
vases, may last several days. This finding is 
strengthened by that of Koehler, Brunquist and 
Loevenhart’® concerning anoxemia producing 
more marked acidosis than has been observed 
in any other condition. Large doses of morphine 
cause transitory impairment of function in dogs 
hut in humans with whom the therapeutic dose 
is from thirty to fifty times smaller in size no 
damage occurred. This difference should be 
very clearly borne in mind considering nearly 
all of the actions of this drug. 

In a eonsideration such as this it is well to 
bear in mind some of the other actions of in- 
halation anesthetics. In the blood the per- 


centage of hemoglobin is lowered by the use of 
all commonly used anesthetics, although very 
slightly with nitrous oxide and ethylene; the 
coagulation time is shortened with nitrous oxide, 


ethylene and ether, whereas with chloroform it 
is lengthened; there is a slight degree of 
hemolysis; ether and chloroform always cause 
marked blood concentration,’ water leaving the 
blood for the tissues, which is in some manner 
associated with the fall in body temperature.” 
The former may be offset by the administration 
of water or hypotonic solutions, and the latter 
by eonsiderably increasing the temperature of 
the surroundings or by the use of diathermy. 
[It is believed that these two effects do not occur 
with nitrous oxide and ethylene. There is 
always a true acidosis of varying degrees of 
intensity, great with chloroform, ethyl chloride 
and ether and not so marked with nitrous oxide, 
ethylene and acetylene. It has been found that 
this is largely a phosphoric acid acidosis." 

During anesthesia produced by chloroform or 
ether there is always oliguria or anuria depend- 
ing on the depth of narcosis. It is likely that 
these may be followed by serious pathological 
changes in the kidney, none of which occur 
with nitrous oxide if anoxemia is avoided and 
it is believed that the same is probably true of 
ethylene. 

Having briefly considered these two groups 
of effects, namely those of certain gall bladder 
conditions and of the more common anesthetic 
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agents, let us now deliberate on the selection of 
anesthetics and the strategy of their administra- 
tion, as well as on the pre-operative preparation 
and the more immediate post-operative attention. 
The anesthetic agent should be that which does 
least damage to the liver direetly and indirectly, 
and so it is admitted at once that procaine 
appears to be the most desirable anesthetic on 
account of the fact that it is the least harmful, 
in that lung complications are perhaps less 
likely to oceur, in that it does not enhance the 
acidosis which is often present in liver diseases,’® 
in that it does not aggravate damaged liver 
funetion ; provided always that its maximal dose 
is not too closely approached and that care is 
taken to prevent its entrance to the general 
circulation. There are, however, certain limita- 
tions to the use of this drug on account of the 
technical skill, gentleness and patience required 
for its sueceessful employment and its failure to 
control psychie influences, which latter may, 
however, be allayed by judicious exhibition of 
opiates. When procaine is used a combination 
of field block, local infiltration under the peri- 
toneum of the anterior wall of the abdomen after 
this is opened and anterior splanchnic injection 
should be carried out (Finsterer’®). I am 
strongly of the opinion that this method com- 
bined with one of the gaseous anesthetics mixed 
with as much oxygen as is required to prevent 
the slightest adumbration of anoxemia consti- 
tutes the safest procedure in the light of our 
present knowledge. When a gas anesthetic is 
not available then ether vapourized by oxygen 
is the next best addition to procaine. On this 
continent ‘‘local’’ anesthetie methods for gall 
bladder surgery are as yet only sporadically 
employed, and as we are agreed that chloroform 
should not be used it nearly always becomes 
necessary to choose from the others. Nitrous 
oxide does not produce sufficient relaxation in 
this type of case, and only those surgeons who 
are especially prejudiced in favour of its use 
are willing to put up with the straining, and 
to show great patience and be very gentle; thus, 
with this gas it is frequently necessary to add 
some ether, which I believe to be a better pro- 
cedure than to push the gas at the expense of 
good oxygenation. This is borne out by the 
above findings concerning the influence of 
anoxemia in anesthesia on liver function, a very 


serious matter in eases with disease of this 
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organ. It is therefore suggested that nitrous 
oxide with an abundance of oxygen, and with 
sufficient ether to produce the required degree 
of muscular relaxation becomes relatively safe 
even in the hazardous risks. These remarks 
apply almost equally well for ethylene with the 
advantage that this gas abolishes rigidity much 
more readily, and it is rarely necessary to 
augment its action with ether. Concerning its 
explosibility this can be overcome by the addi- 
tion of moisture and the use of ground wires. 

If for one reason or another ether alone must 
be used then its deleterious effects may be 
lessened by admixture with oxygen, by using 
as little as is barely necessary, by employing the 
intratracheal method of administration, by the 
giving of alkalies and by the de-etherization 
with carbon dioxide and oxygen. 

It has been said by Dean Lewis that ‘‘the 
effect that pre-operative care may have upon 
convalescence is not always fully appreciated’’. 
To do much the night before, to starve too long 
ahead of time, to weaken by purging and such 
like measures have for some time been known to 
be wrong. It is better to lessen the existing 
damage and that which may be brought about. 
When the clotting time of the blood is increased 
it should be shortened by giving calcium lactate 
(100 grs.) by mouth or calcium chloride by 
vein (5 ¢.c. of a 10 per cent solution in redistilled 
water) daily for three days. The latter seems 
to be the better,?” and Walters’® has found that 
another dose may be given after a further 
tendency to bleeding. Glucose with a large 
quantity of water should be used and it would 
appear to matter little as to the exact amounts 
or the part of the body in which they are placed, 
so long as they are let in slowly and frequently 
during the days of preparation for the operation. 
Glucose not only supplies the food that is needed 
but also seems to specifically lessen the damage 
which some anesthetics cause to the liver’? and 
water dilutes the poisons, hastens their dis- 
charge and offsets thickening of the blood which 
some anesthetics cause. If these measures do 
not produce marked improvement then blood 
transfusion should be done on the day before 
operation, although some prefer this afterwards. 

Morphine with atropine or scopolamine should 
be given in suitable therapeutic doses, which 
should be so relatively small that one should 
rarely see the frequently mentioned ill effects, 
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such as hyperglycemia, increase of acidosis, 
depression of peristaltic activity, of the liver 
function and of the respiratory centre. Should 
the last mentioned appear, it can be easily over- 
come by the judicious use of carbon dioxide. 
Against these possible untoward actions are the 
beneficial ones, namely, that such drugs tend to 
offset the blood concentration and. the oliguria 
or anuria which some anesthetics produce; 
they allay the fears and apprehensions of the 
patient, and render necessary less of the 
anesthetie. 

Attention should be paid to posture in padding 
and adjusting the table to facilitate operative 
procedure, bearing in mind such after effects as 
backache. 

During anesthesia the state of circulation 
ought to be watched so that with an increased 
pulse rate and a fall in blvod pressure lasting 
more than, say 5 minutes, ‘‘shock’’ can be pre- 
vented by intravenous filling up. 


As soon as possible after operation alleviation 
of any damage done should be attempted by 
the restoring of heat to the body and by 


the remedying of acidosis, on account of which 
latter the body is depleted of sodium and 
potassium phosphates. If these salts in an 
alkaline form are administered in somewhat the 
same proportions and quantities in which they 
are excreted, recovery is hastened and nausea 
lessened.?° They are to be given by the rectum 
in very dilute solution. 

In concluding I wish to stress the importance 
of carefully avoiding cyanosis in view of the 
knowledge that severe damage to the liver follows 
anoxemia. 
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THE EFFECT OF EXPOSURE TO THE SUN ON THE 
SUSCEPTIBILITY OF RACHITIC RATS TO INFECTION* 


PRELIMINARY NOTE : 


By EuizaBetH CHANT Ropertson, B.A., M.B. 


-Research Assistant, Connaught Laboratories, University of Toronio 


HIS communication is a summary of results 

obtained in a study of the effect of sunshine 

on rachitie rats, as measured by their suscepti- 

bility to infection. ‘The literature bearing upon 
this subject will be dealt with elsewhere. 

Source of the Infecting Micro-Organism.—As 
a preliminary, in order to obtain a suitable 
micro-organism, nasal and pharyngeal cultures 
were taken from 24 rats, both normal and 
rachitic. About 60 per cent of these animals 
carried a thick, moderately short, Gram-negative 
bacillus, sometimes in either the nose or throat, 
but frequently in both locations. Of 14 strains 
of this bacillus which were further studied, it 
was found that 11 had the biological reactions 
of B. coli communis, and that the remaining 3 
were of the B. coli communior type. However, 
the serum of two rabbits, one immunized to a 
human strain of B. coli communis and the other 
to a human B. coli communior organism, did 
not agglutinate these rat strains. A more de- 
tailed description of the study of these rat-borne 
bacilli will be made at a later date. 

It was thought preferable to use an organism 
normally associated with rats as the infecting 
material rather than some highly pathogenic 
species of bacterium for man, for example the 
pheumococeus, because it was felt that the rats 


* Received for publication July 26, 1927. 


would probably be better able naturally to com- 
bat such an invasion. It was also thought that 
it might be easier to demonstrate differences 
in resistance if a less virulent micro-organism 
were used. 

A typical member from among the B. coli 
communis strains was chosen, one which had 
been isolated from the nose of a normal rat, 
and the infecting dose was prepared by making 
emulsions of 18-hour growths on plain agar 
in 3 ¢.c. of physiological saline. 

The agar slants were made as nearly as 
possible equal in length and after inoculation 
the growths in 18 hours were taken as approxim- 
ately equal. The turbidity of the emulsion was 
measured by Gates’ method. Intranasal in- 
oculations of this material although occasionally 
causing death, with or without bacteriemia, 
were abandoned because of the irregularity of 
the results. The less preferable method of intra- 
peritoneal injection was used instead as a 
routine. One cubic centimetre syringes with 
fine needles, gauge 26, were used, and as the 
body wall in young rats is thin, it was not 
necessary to insert the needle more than a few 
millimetres. The proper dose was difficult to 
determine and varied to some degree in the 
different groups of rats (0.13-0.30 ec. of the 
emulsion). In three of the experiments the dose 
was too large and all of the rats (26) died. 
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The Rats.*—The animals were albino rats and 
when brought to the laboratory they were 25 to 
27 days old. They had all been raised from the 
same stock. They weighed about 40 grammes 
apiece when the experiments were begun. They 
were put on McCollum’s rachitogenic diet 3143 
(wheat 33 per cent, corn 33 per cent, wheat 

. gluten 15 per cent, gelatinc 15 per cent and 
sodium chloride 1 per cent), and when kept 
indoors they developed well marked rickets in 
four weeks. The rats were started in groups. 
Half of each group was kept inside with the 
windows closed. The other half was placed out 
on the roof in the full sun for two hours, from 
11 a.m. to 1 p.m., each day for four weeks. On 
a good many of the days they did not receive 
the full two hours of sunshine. When the rats 
were compared at the end of the four weeks, most 
of the rats in one group corresponded closely 
in weight with the other group. One or two of 
the sun-exposed group weighed the most and one 
or two of the inside group weighed the least. 
In actual figures the average weight of all the 
rats which had been exposed to the sun for 4 
weeks was 66 grammes and of all those kept 
inside 59 grammes. The rats given sun treat- 
ment were more active, their fur was thicker 
and their ears and tails were smoother. The 
diet and sun treatment of these rats were 
earried out by F. F. Tisdall and Alan Brown? 


*These were a number of the rats provided for 
studies on the antirachitic effect of sunshine by the 
funds of a grant from the Department of Health of 
the Province of Ontario. 
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who have reported and are continuing their 
experiments on the seasonal variation of the 
antirachitie effect of sunshine. 

The Susceptibility Experiments—Seven ex- 
periments to determine the susceptibility of these 
two types of rats to artificial infection have 
been carried out. Seventy-two rats made up the 
total number in six of these experiments; 
thirty-six of these rats had been kept inside and 
thirty-six had been exposed to the sun. These 


. tests were made on small groups of from 6 to 


16 rats and the exposure of half of them to the 
sun had been made in February, March, April, 
May and June (see column 2 of table). In 
each experiment the two kinds of rats received 
exactly the same dose of bacterial emulsion 
intraperitoneally at the same time, and after 
the inoculation they were kept in the laboratorv 
under identical conditions. One-third (12) of 
the rats kept inside lived, but twice this number, 
that is, two-thirds (25) of the rats exposed to the 
sun survived. In other words, starting with an 
equal number of both types of rats, there were 
twice as many deaths among the rats kept 
inside as among the rats that had been put out 
in the sun. The percentage of survivals in the 
individual experiments are given in columns 7 
and 11 of the table. In each of these six tests 
a greater percentage of the sun-treated rats 
survived. In the seventh experiment in which 
there were four rats kept inside and three 
exposed to the sun, one of the latter died after 
three days and all of the others lived. This is 


TABLE I—SUMMARY OF SUSCEPTIBILITY EXPERIMENTS 


Exposed to 
sunshine in 


Date of 
injection 


Total 
number 


Number 
dead 


InsiwE Racuitic 


Number 
positive 
blood 
cultures 


SUN-TREATED RACHITIC 


Number | Percent- 
positive age 

blood alive 
cultures 


Percent- || 
age Total 
alive number 


Number 
dead 





Feb.-Mar. March 17 





33% 





Mar.-Apr. | April 19 


14% 





April May 4 








20% 





May June 1 





June June 28 








June July 6 








55% 
0% 


57% 











* One lived 7 days. 


33% 
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the only experiment in which a larger percentage 
of the rats kept inside survived. 

About two-thirds of the deaths took place 
within seven hours after the injection. In only 
a few eases did the rats die in over seventeen 
hours’ time. Usually the animals had severe 
convulsions just before death. Post mortem 
examinations, including heart blood cultures, 
were made on all the dead rats. Eighty per 
cent of the inside rats that died showed Gram- 
negative bacilli in the heart blood cultures; the 
figure was sixty per cent among the sun-exposed 
rats that died. The usual’ pathological picture 
included peritoneal fluid, small hemorrhages on 
the surface of the liver, hemorrhages in the 
adrenal and oceasionally blood stained urine in 
the bladder. If any other abnormal condition 
was present, the animals were not included in 
the results. For example, three of the rats kept 
inside showed after death white pneumonic 
areas about the size of split peas surrounded by 
a definite area of acute inflammation in their 
lungs. These three were excluded from the 
experiments, although they all showed Gram 
negative bacilli in the heart blood cultures. 

Some of the rats which survived lost weight 
in the first few days after injection, but after 
that time they gained well. In others, the 
weights were stationary for a few days follow- 
ing the injections, after which they progressively 
increased in weight. Most of the surviving rats 
were killed and examined seven to twenty-six 
days after injection. Only one of them showed 
any pathological change on autopsy, (white 


Laennec and the Stethoscope.—In 1816, I 
was consulted by a young woman labouring 
under general symptoms of diseased heart, and 
in whose case pereussion and the application 
of the hand were of little avail on account of 
the great degree of fatness. The other method 
just mentioned being rendered inadmissable by 
the age and sex of the patient, I happened to 
recollect a simple and well-known fact in 
acoustics, and fancied it might be turned to 
some use on the present occasion. The fact I 
allude to is the great distinctness with which 
we hear the scratch of a pin at one end of a 
piece of wood, on applying our ear to the other. 
Immediately, on this suggestion, I rolled a quire 
of paper into a kind of cylinder and applied 
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pneumonie area in sun-treated rat) and none 
of them had positive heart blood cultures. 

On seven occasions the usual bacterial emul- 
sion was passed through Berkefeld (grades W 
and V) and Mandler (grades 7 and 8) filters 
and then the filtrate was injected intra- 
peritoneally in large doses (1 ¢.c.) into the rats. 
None of these died, although the control rats 
which had received 14 to 4% as much of the 
unfiltered emulsion uniformly succumbed. <A 
number of normal rats were each given a 
moderate dose of the emulsion, after which they 
were killed at intervals with ether. Within one 
hour after the injection, the organisms were 
present in the heart blood, but after four and 
a half hours and also after twenty-four hours 
they were not found there. The time at which 
the organisms disappear from the blood has not 
been definitely ascertained, but further experi- 
ments will be carried out to decide this if 
possible. 


CONCLUSIONS 


It has been found that as a result of exposure 
to the sun twice as many young rachitie rats 
survived an intraperitoneal injection of living 
micro-organisms as compared with a similar 
group of control rachitic rats kept inside. A 
Gram-negative bacillus isolated from the nose of 
a normal rat was used as the infecting material. 
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one end of it to the region of the heart and 
the other to my ear, and was not a little sur- 
prised and pleased, to find that I could thereby 
perceive the action of the héart in a manner 
much more clear and distinct than I had ever 
been able to do by the immediate application of 
the ear. From this moment I imagined that 
the cireumstaneces might furnish means for en- 
abling us to ascertain the character, not only 
of the action of the heart, but of every species 
of sound produced by the motion of all the 
thoracic viscera, and, consequently, for the ex- 
ploration of the respiration, the voice, the 
rhonchus, and perhaps even the fluctuation of 
fluid extravasated in the pleura or the peri- 
cardium. H. C. Jamieson 
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FACTORS IN THE INTERPRETATION OF CERTAIN ANOMALOUS 


BLOOD 


SUGAR CURVES 


By E. M. Watson, M.D., M.R.C.P.(Eprn.) 


Instructor in Pathological Chemistry, University of Western Ontario Medical School, London 


ESPITE the fact that recent medical 

literature abounds in references to sugar 
tolerance, a response to the glucose tolerance 
test is occasionally encountered which offers 
interpretative difficulties. The glucose tolerance 
test is a decided asset to clinical practice; for 
example, it provides the best available means 
for ascertaining the true significance of a gly- 
cosuria. The test is especially valuable in the 
investigation of cases presenting an _ inter- 
mittent glycosuria. 

A working knowledge of the physiological 
principles involved is a necessary basis for a 
proper appreciation of the results of any test 
of vital function. An analysis of the mechanism 
by which glucose is dealt with in the organism 
shows that the character of the response of an 
individual to ingested glucose is dependent 
upon the combined activity of several factors. 
These include the age, state of nutrition and 
weight of the subject; the glyecogenic and 
glycolytic powers of the individual; intestinal 
absorption; glycolysis in the intestine, and the 
permeability of the kidney for glucose. 

Briefly stated, glucose metabolism may be 
said to consist of three phases: (1) absorption 
(intestine) ; (2) storage (liver) ; (3) utilization 
(tissues). Theoretically, functional defect of 
any of the organs thus concerned should be 
eapable of giving rise to an abnormal sugar 
tolerance. 

The standard for comparison is the response 
of the average normal person, fasting, to the 
ingestion of fifty grammes of glucose. De- 
terminations of the blood sugar at half-hourly 
intervals under these conditions gives what is 
recognized as the normal blood sugar curve 
(Chart I, Curve A). The essential character- 
istics of such a curve are that the peripheral 
blood sugar concentration rises from the normal 
fasting level of about 0.10 per cent to 0.16 or 
0.18 per cent at the end of one-half hour. It 
subsequently falls, reaching the normal level 


again or even falling below it, within one and 
a half or two hours. Glycosuria does not 
ordinarily occur because the normal renal thresh- 
old for sugar has not been overstepped. 

Attention has been widely directed to the 
glyeogenic and glycolytic aspects of carbo- 
hydrate metabolism with comparative disregard 
of the other factors involved. The problem of 
variations in selective permeability of cellular 
structures is gaining recognition from the 
standpoint of functional pathology. This is as 
yet a little explored field of research and con- 
sequently searcely anything is known at present 
regarding alterations in the permeability of the 
epithelium lining the intestine, but there is 
recognized a state of affairs in which the renal 
epithelium is believed to be unusually permeable 
to glucose in the condition known as renal 
glycosuria. Whether or not a comparable 
phenomenon exists with reference to the intes- 
tinal epithelium is a question awaiting investiga- 
tion. 

Apart from any change in permeability per se, 
it seems reasonable to assume that the more 
glucose there is in contact with the intestinal 
wall at any particular time, the greater will be 
the amount of this substance absorbed and the 
more rapid will be the rate of absorption. In 
this connection, it is of interest to note that 
Bennett and Dodds’ observed that when a strong 
solution of glucose was ingested by a normal 
individual, it was detained and diluted in the 
stomach and passed into the intestine gradually. 
It is generally agreed that glucose is not 
absorbed from the stomach. It would appear, 
therefore, that still another link might be added 
to the chain of carbohydrate metabolism, 
namely, the pyloric sphincter, in so far as this 
structure tends to avoid hyperglycemia by pre- 
venting the sudden passage of a large amount of 
sugar into the intestine to be absorbed. 

It is but natural, then, to expect some ab- 
normality in an individual’s ability to deal with 
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glucose when this controlling mechanism be- 
comes inefficient. There are presented below 
six examples where a rapidly emptying stomach 
is associated with a distortion of the blood sugar 
curve. Definite conclusions regarding a rela- 
tionship between sugar tolerance and gastric 
motility are impossible from the meagre data 
submitted. Nevertheless, the association is 
interesting and possibly significant, at least until 
proved otherwise. No attempt is made to supply 
complete clinical records of the patients referred 
to; information relative to the subject under 
discussion only is noted. The glucose tolerance 
tests were carried out with the subjects in the 
fasting state, using fifty grammes of glucose. 
The emptying rate of the stomach was inves- 
tigated in two ways. First, by fractional gastric 
analysis using the gruel test-meal and observing 
the time when starch disappeared from the 
samples of gastric contents and second, by radio- 
graphic examination of the stomach following an 
opaque meal. The normal emptying time, as de- 
termined by fractional gastric analysis is one and 
a half to two hours, and by the radiographic 
method, three to four hours. 


i 


CASE REPORTS 


Case 1—Mr. O., aged 52. Diagnosis: carcinoma 
of the stomach (diffuse). This patient had lived an 
active, strenuous life until the onset of symptoms six 
months previous to admission to hospital on August 
21, 1925. The symptoms consisted of vague gastric 
distress and occasional vomiting of food. There was 
loss of weight, strength and appetite, a moderate degree 
of anemia of the secondary type and an absence of 
obvious jaundice. Analysis of the urine gave negative 


Blood Sugar Per Cent. 


Hours 


Cuart I.—A: Normal blood sugar curve. B: Blood 
sugar curve from a patient with pyloric obstruction. 
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results except for an intermittent glycosuria; glucose 
appeared in the urine, varying from a trace to a 
moderate amount, after meals, when the patient was on 
a mixed diet. The result of a glucose tolerance test is 
shown in Chart II. Fractional gastric analysis showed 
an absence of fasting gastric contents. There was an 
absence of hydrochloric acid, and the stomach was 
empty one-half hour after the ingestion of the test- 
meal. A radiographic examination showed the lumen of 
the stomach to be reduced in size and the opaque meal 
to rush through into the intestine without delay. 


0.23 


Blood Sugar Per cent. 


110.0 mg. 
Hours 0 1 13 2 


CHART II.—(Case 1). ‘‘Lag’’ blood sugar curve 
from a patient with a patent pylorus. 


Case 2—Mr. C., aged 40. Diagnosis: hyper- 
thyroidism (toxic adenoma). Admitted to hospital 
October 28, 1926. Right lobe of thyroid gland had 
been visibly and palpably enlarged for some years; 
toxic symptoms had existed for about six months. 
Basal metabolic rate, plus 80 per cent. Analysis of 
urine showed a trace of albumen with granular casts on 
one occasion; the test for reducing sugar was negative. 
The result of the glucose tolerance test is shown in 
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Cuart III.—(Case 2). ‘‘Lag’’ blood sugar curve 
from a patient with a rapidly emptying stomach. 





1038 


Chart III. Fractional gastric analysis showed fasting, 
gastric contents 20 ¢.c.; no food residue; achlorhydria: 
test for starch not obtained after one and a quarter 
hours; bile appeared in one hour. A_ radiographic 
examination two hours after administration of the 
barium meal, showed that 75 per cent of it had passed 
from the stomach; at two and a half hours all of it 
had passed. 


Case 3.—Mrs. H., aged 56 years; admitted to hos- 
pital May 5, 1927, with the diagnosis of chronic 
intestinal obstruction. There was a history of abdominal 
‘pain and distress with bouts of vomiting for the past 
two or three years. The symptoms had increased in 
severity during the last four months. An appendectomy 
had been performed in 1915. An analysis of the urine 
showed a trace of albumen on two occasions; a faint 
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Cuart IV.—(Case 3). Atypical ‘‘lag’’ blood sugar 
curve from a patient with a rapidly emptying stomach. 


trace of sugar once. The glucose tolerance test is shown 
in Chart IV. A fractional gastric analysis revealed 
fasting contents 8 ¢.c., no food residue; achlorhydria; 
test for starch not obtained after one and a half hours. 
Bile present at one hour. On radiographic examination, 
two hours after a barium meal only about 2 per cent 
was remaining in the stomach. At four hours this 
organ was completely empty. 


Case 4.—Mrs. G., aged 46 years; admitted to hos- 
pital February 12, 1927, with a diagnosis of chronic 
cholecystitis. Symptoms 1eferable to the gall bladder 
had existed for about one year. There was no hyper- 
bilirubinemia. The analysis of the urine showed a 
persistent trace of albumen; hyaline and granular casts 
on one occasion. Routine tests for reducing sugar were 
negative. The glucose tolerance test is represented in 
Chart V. A fractional gastric analysis was unsatis- 
factory owing to the inability of the patient to retain 
the stomach tube, but an examination of a sample of 
vomited material showed an absence of free HCl and a 
total acidity of 19.0 ec. N/10 per cent. The radio- 
graphic examination showed the stomach to be hyper- 
tonic and to empty rapidly. 


Case 5.—Mr. M., aged 61 years, was admitted to 
hospital February 16, 1927 with a diagnosis of chronic 
nephritis, and arterial hypertension. A gastro- 
enterostomy had been performed in 1919 for the relief 
of a ducdenal ulcer. The patient followed his occupa- 
tion as a carpenter until a few days before entering 
the hospital. He had not, however, been feeling well 
for about six months previous to this time. His symp- 
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Chart V.—(Case 4). Atypical ‘‘lag’’ blood sugar 
curve from a patient with a rapidly emptying stomach. 
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Cuart VI.—(Case 5). Blood sugar curve from a 
patient with a rapidly emptying stomach, showing slight 
defect in the carbohydrate storage mechanism. 
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toms were principally weakness, drowsiness and head- 
aches. Blood pressure: systolic 185, diastolic 140. 
Blood urea: 57.2 mg. per 100 e.c. of blood. The 
analysis of urine showed a trace of albumen; a test for 
reducing sugar was negative. Tho result of the glucose 
tolerance test is indicated in Chart VI. A fractional 
gastric analysis revealed as follows: fasting gastric 
content 8 ¢.c.; no food residue; achlorhydria; test for 
starch not obtained after three-quarters of an hour. 
The radiographic examination showed that the stomach 
emptied for the most part by the gastro-enterostomy 
but also by way of the pylorus. 


Case 6.—Mrs. R., aged 51 years, was admitted to 
hospital September 15, 1926, with a diagnosis of 
pernicious anemia. This patient presented the picture 
of a moderately severe case of pernicious anemia. The 
analysis of the urine showed a trace of sugar on two 
occasions. There was an excess of urobilin. The result 
of the glucose tolerance test is shown in Chart VII. 
A fractional gastric analysis showed the following: 
fasting contents 17 ¢.c.; no food residue; achlorhydria; 
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test for starch not obtained after one hour. The radio- 
graphic examination showed the stomach to be empty 
two hours after a barium meal. 
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CHart VII.—(Case 6). Blood sugar curve from a 
patient with a rapidly emptying stomach, shcewing 
marked defect in the carbohydrate storage mechanism 
and a high renal threshold for sugar. 


CoMMENT 


These cases are seen to have possessed several 
features in common. Each showed gastric 
achlorhydria, a rapidly emptying stomach and 
an abnormal blood sugar curve; yet none pre- 
sented signs or symptoms suggesting defective 
carbohydrate metabolism other than the inter- 
mittent glycosuria which occurred in three 
instances. Does the association of these findings 
bear any significance ? 

Reviewing the results of the glucose tolerance 
tests, it will be noted that three more or less 
well defined types of blood sugar curve are 
exemplified. For example, Cases 1 and 2 
(Charts II and III) show the typical ‘‘lag’’ 
variety, the essential characteristics of which 
are that the blood sugar concentration, normal 
in the fasting state, rises rapidly to 0.20 or 
0.22 per cent following the ingestion of 50 grm. 
of glucose and just as rapidly returns to the 
fasting level again. Glycosuria usually accom- 
panies this temporary elevation of the blood 
sugar. The true explanation of the effect seems 
to be in doubt; it is, apparently not related to 
diabetes mellitus. Maclean, describing the con- 
dition, suggested that the term ‘‘lag’’ be applied 
to this type of blood sugar curve and to the 
accompanying glycosuria on the assumption 
that the liver tissue of individuals showing the 
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peculiarity requires a higher concentration of 
blood sugar than usual to set into operation the 
glycogenic function, but when once started this 
function is efficient. There is, however, another 
possible explanation, namely, rapid or excessive 
absorption of glucose from the intestine, where- 
by the portal blood becomes loaded with sugar 
and the glycogenic function of the liver is 
temporarily overwhelmed. The former explana- 
tion is hypothetical and difficult to prove; the 
latter is probable and apparently in accord with 
certain observed facts. 

The effect of delayed emptying of the stomach 
upon the blood sugar curve is shown in Chart I 
(Curve B). This curve was obtained from a 
man, aged 56, with partial obstruction of the 
pylorus due to a malignant neoplasm. Compared 
with the normal curve '(A), it does not rise as 
high and is more prolonged. This latter effect 
is probably a result of faulty carbohydrate 
storage, whereas the flatness of the curve may 
be interpreted ‘with relation to a limited absorp- 
tion of glucose. ' 

Charts IV and V (Cases 3 and 4) are some- 
what more difficult to explain. It is possible 
that they represent atypical ‘‘lag’’ responses 
with also perhaps, slight defect in the activity 
of the liver mechanism. Cases 5 and 6 (Charts 
VI and VII) show definite evidence of faulty 
storage. Whether or not rapid emptying of the 
stomach as found in these cases, has contributed 
to this defect is a question worthy of considera- 
tion. 

Variations’ in sugar tolerance at different 
ages have been studied by Spence.’ Tolerance 
is greatest in infaney and decreases with ad- 
vaneing years. Evidence of defective carbo- 
hydrate storage is found not uncommonly after 
the age of sixty. 

Still another factor deserves mention, namely, 
irregular emptying of the stomach due to varia- 
tions in the tone of the pyloric sphincter. The 
glucose solution may pass slowly through the 
pylorus into the duodenum during the early 
part of the test, to be followed by a rapid 


This would tend 
to cause unequal absorption of the glucose from 


efflux of this substance later. 


the intestine, and should be considered as a 
possible explanation of certain curves in which 
the peak is delayed and the return to normal 
protracted. 
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Finally, it must be remembered that carbo- 
hydrate metabolism is a general function of the 
organism, and one in which all tissues par- 
ticipate. The pancreatic islets are as one link 
in a chain. Insulin alone is ineapable of 
oxidizing glucose, but can do so only through 
the medium of living tissue cells. Thus, if the 
functional integrity of the latter be altered by 
some local or general cause, the normal path of 
metabolism is altered and the ability to deal 
with carbohydrate thereby reduced, even in the 
presence of an adequate supply of insulin. 


SUMMARY AND CONCLUSIONS 


A review of some of the factors influencing 
the character of the response of an individual to 
ingested glucose has been undertaken. Special 
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reference is made to the probable rdéle of 
glucose absorption in sugar tolerance. Atten- 
tion is directed to certain observations in which 
gastric hypermotility and a distortion of carbo- 
hydrate metabolism have co-existed. In view 
of a possible relationship between these two 
anomalies, it is suggested that a study of the 
sphincterie control of the pylorus should form 
a part of the investigation while attempting to 
elucidate the nature of a glycosuria of uncertain 
origin. 
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A CASE OF PEMPHIGUS IN A THIRTEEN YEAR OLD CHILD 


By E. A. Morean, M.B. 


Toronto 


HE patient, a girl of 13 years, was first seen 
November 13, 1926. Except for a slight 
attack of laryngitis, as the result of which she 
had been kept home from school for three or 
four days, she had been previously healthy. I 
was called to see her because of the sudden ap- 
pearance of swelling of the lower lip. On ex- 
amination there was found a bleb about the size 
of a twenty-five cent piece on the buccal mucous 
membrane inside the lip. It was filled with 
serous fluid and appeared to cause little discom- 
fort. A few hours later this bleb burst and the 
swelling subsided, but shortly afterward the 
right cheek became markedly swollen and several 
more blisters were found. In some of these 
there was clear fluid, in others it was hemor- 
rhagie fluid. At the same time it was noticed 
that the conjunctive were deeply injected and 
there was a thin watery discharge from the 
eyes. The temperature had risen to 103.4° F., 
and the child seemed acutely ill. 
Dr. Brown saw the child with me about six 
hours after the onset and the tentative diagnosis 
was made of a streptococcic infection involving 


the buccal mucous membrane. From this time 
numerous blebs appeared on the lips, tongue, 
inside of the cheeks and on the pharyngeal wall. 
These ruptured shortly after they formed and 
there was a continuous discharge of a sero- 
sanguinous fluid from the mouth. A similar 
discharge from the nose suggested that the nasal 
mucosa was also involved. The ocular and 
palpebral conjunctive were deeply injected and 
flakes of mucus and of conjunctival mucous 
membrane could be seen on the surface. 

Dr. Clarence Hill who was asked to see and 
prescribe for the eye condition suggested the 
diagnosis of pemphigus and the subsequent 
course of the case substantiated his diagnosis. 

Successive crops of blebs appeared for the 
next four or five days, the new lesions springing 
up even on top of partially healed ones. The 
discharge from the mouth and nose was by this 
time a mixture of blood, serous fluid and de- 
generated tissue. It was profuse and very foul- 
smelling. The buccal mucosa was simply a mass 
of greyish white membrane and the process 
extended as far as one could see into the throat. 
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The temperature ranged between 102° and 
103.5° F., gradually dropping after the fifth 
day. Anorexia was, of course, almost complete. 
but the emaciation of the child was more rapid 
and severe than could be accounted for by the 
semi-starvation. No blebs appeared on the skin 
at any time but the vaginal mucosa was very 
slightly involved for two days. 

Treatment was focussed on the local condition, 
various solutions being tried in the form of 
topieal applications. Argyrol ointment in the 
strength of 20 per cent appeared to give most 
relief for the eye condition but merecurochrome 
ointment 2 per cent in strength, and various 
eye lotions were also used. For the lesions in 
the mouth frequent douching with large amounts 
of dilute Lavoris or baking soda solution afforded 
the greatest relief, since it removed the fetid 
discharge and disintegrated tissue. Following 
the douching the mucous membrane was painted 
with a 2 per cent solution of mereurochrome. 
The treatment recommended by most authorities 
is the intramuscular or intravenous injection of 
arsenic. In the present case I was considering 


the advisability of employing intravenous injec- 
tions of arsenic in the form of diarsenol, but the 
process showed signs of improving and I did 
not use it. 

Recovery was complete in three or four weeks 
with no visible scarring in the mouth and no 


conjunctival adhesions. During the healing 
process the greatest worry was the slight but 
continuous bleeding from the mouth and lips. 
There has been no sign of a recurrence for 
seven months. 

The condition pictured above is a manifesta- 
tion of a group of diseases to which the name 
pemphigus has been given. It is a disease little 
understood by the authorities and the classifica- 
tion of its various forms is confusing. Pem- 
phigus neonatorum is the only variety whose 
etiology is definitely known. The other varieties 
are known as :— 


(a) Pemphigus vulgaris or chronic pemphigus. 
(b) Pemphigus foliaceous because of the tendeney 


to leave large areas of the body denuded of 
skin. 


(ec) Pemphigus vegetans. 
* 


The last two varieties are rarely seen, but the 
first, though uncommon, is familiar to dermato- 
logists and ophthalmologists. Various etiological 
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factors have been suggested, a specific bacillus 
has been described but the finding has not been 
confirmed. <A circulating toxin in the blood is 
another suggestion which has been neither 
refuted nor confirmed. Several observers have 
found at autopsy degenerative changes in the 
spinal cord especially in the region of the 
posterior ganglia and it is assumed that the skin 
manifestation is the result of a trophic distur- 
banee. It is interesting that in the case here 
reported there had been a probable cord injury 
at birth resulting in contracture of both tendo 
Achillis requiring correction by operative treat- 
ment. Many cases recorded in the literature 
have followed immediately after extraction of 
teeth or after vaccination. The association is 
interesting, but does not throw any light on the 
etiology. 

The disease is usually encountered in adult 
life; rarely in infancy and childhood. It com- 
mences with pyrexia and the appearance of blebs 
on various places of the body. The mucous 
membranes may or may not be affected; in rare 
instances the process is confined to the same 
locality as in the case presented. 

In the majority of instances the first attack 
clears up leaving little trace, but it is charac- 
teristie of the disease that relapses occur. The 
interval of freedom from symptoms is usually 
only a few weeks, but cases are recorded where 
there has been freedom for one or more years 
before a relapse took place. 

The outlook is very gloomy, most cases dying 
as the result of exhaustion due to repeated 
attacks. In many there is sear tissue formation 
especially when the mucous membranes have 
been involved and the resulting contraction pro- 
duces essential shrinking of the conjunctive, 
corneal ulceration, and total blindness. The oral 
aperture in some instances becomes so small as 
the result of the sear tissue contraction that 
death from starvation results. 

Several authorities consider that recovery of 
a ease of pemphigus is proof that the diagnosis 
was faulty, but this does not seem a reasonable 
stand to take. It is probable, however, and the 
literature supports the view, that the prognosis 
in children is more favourable than in adults. 
With a seven-months’ symptomless period in the 
ease here reported, I feel justified in feeling 
reasonably optimistic about the result. 
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THE TREATMENT OF WHOOPING COUGH 


By R. R. SrrutHers, M.D., Mary Cuitps, M.D., anp W. R. KENNEpy, M.D. 


Montreal 


N accepting your chairman’s invitation to 

present a paper on the treatment of whooping 
cough, we did so, not with the idea of presenting 
any form of treatment which is essentially new, 
but rather as an opportunity to cover the whole 
field of therapy, to give our own experiences 
with these forms of treatment in our whooping 
cough clinic at the Montreal General Hospital 
and, if possible, draw some conclusions there- 
from which might be used in outlining a rational 
and, if possible, successful mode of therapy for 
this distressing disease. We have treated cases 
of whooping cough during the past five years by 
the various methods which will be outlined, but 
only during the past two years have we at- 
tempted to keep any systematic records. The 
conclusions which will be presented are drawn 
both from personal observation in the clinic, and 
in practice, and also from the records which 
have been kept by my co-workers, Dr. W. R. 
Kennedy and Dr. Mary Childs, to whom I am 
indebted in a large measure for the material 
available. 

The treatment of whooping cough, since there 
is no specific therapy, may be discussed under 
physical measures, dietetic, use of drugs, vaccine 
and x-ray. 

Of Physical Measures, as in all other acute 
infectious diseases of childhood, one of the 
greatest measures for relief at our command is 
the use of rest. Unfortunately this is all too 
frequently forgotten, and the patients are 
allowed to be up and about without any restric- 
tion of their activities. It is our practice, where 
possible, to put patients suffering from whooping 
cough to bed for a period of two to three weeks 
during the course of the severe symptoms. It is 
our belief that this one measure helps greatly in 
the prevention of frequent spasms; has some 
effect on the severity and greatly lessens the 
amount of vomiting and loss of weight. With 
rest may also be used moist fresh air, not 
necessarily given in the form of inhalations of 
steam, such as are used in the treatment of 


spasmodic croup, but a kettle of water. kept 
boiling in the room near the patient’s bed prac- 
tically constantly, is of value. In our hands 
medication of this vapour by Friar’s. Balsam 
has not proven of any greater benefit than the 
use of steam alone. The patient’s surroundings 
should be quiet, with absence of excitement and, 
if possible, it should be a room which gets direct 
sunlight to the patient. 

Artificial Sunlight, in the form of quartz 
lamp therapy has, we understand, recently be- 
come popular. What effect quartz lamp therapy 
would have in the course of whooping cough 
other than a general tonic stimulation we cannot 
see. We have had no experience with this form 
of treatment, but we can understand how it may 
be of value in shortening the period of cough 
after cessation of spasm; in reducing the likeli- 
hood of fresh upper respiratory infection with 
return of the symptoms of whooping cough; in 
assisting the return of the enlarged tracheo- 
bronchial nodes to normal and returning to 
normal a deranged calcium metabolism. 

Under Dietetic Measures may be suggested the 
use of a light, highly nutritious diet, given in 
the form ci small meals frequently. In those 
cases where vomiting is a marked feature, if a 
meal is vomited shortly after being consumed, 
the patient should be immediately re-fed a small 
meal, with the hope that this nourishment may 
have passed out of the stomach before the next 
spasm occurs. No particular form of alimenta- 
tion is to be recommended. The child’s appetite 
must always be taken into consideration. How- 
ever, the use of over-rich, over-sweet foods is to 
be guarded against, particularly the use of 
sweetened mixtures of eggs and milk in young 
children, a popular form of food with the laity. 

The Use of Drugs.—Our experience in the use 
of drugs, which are essentially anti-spasmodic 
in effect, has revealed nothing that has not been 
lauded before. We have used a mixture contain- 
ing phenazone, tincture of belladonna and 
paregoric, with no greater success than anyone 
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else. Bromides have been of value in some cases 
in eliminating the susceptibility to frequent and 
severe spasms produced by excitement, and have 
distinetly prolonged the interval between spasms 
at night, when used in sufficiently large doses. 

Antispasmodics.—Chart I shows the results on 
a group of cases treated in this manner. Though 
the type of the infection was noted to be 
moderate or mild, most of the cases took a long 
course of five to eight weeks, and at the end of 
two to three weeks of treatment there had been 
little change in the relative lymphocytosis. 

Of recent years the use of ether, both by 
intramuscular injection and rectal injection in 
oil, has come into favour. Many articles on this 
form of treatment have appeared in the last five 
years, particularly in the Italian and French 
literature, where intramuscular injection is 
favoured, and more recently, articles by Gold- 
bloom? and Stange* have reported favourable 
results with the use of ether by rectum. We 
have used, both privately and in our clinic, a 
20 per cent emulsion of ether and oil, with very 
good results. The cases showed more control of 
the spasms both in number and severity, with 
much less coughing. The ether is administered 
two or three times daily in doses of one to four 
drachms of the emulsion by means of a small 
rectal syringe, and the mothers are instructed 
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to hold the buttocks firmly together to prevent 
the mixture escaping. The mothers, on the 
whole, reported that the children had more sleep 
and on those on whom we have figures the 
course was somewhat shortened. 

Ether.—Unfortunately only two eases of this 
group (Chart II) returned to the clinie long 
enough for satisfactory notes. Our experience 
with the use of intramuscular injection of ether 
was both short and painful, as we had several 
cases with severe induration of the gluteal 
muscles, two of whom went on to abscess forma- 
tion requiring surgical interference. 

The great objection to the use of ether intra- 
muscularly is the danger of abscess formation 
and the pain on injection. Also, there is the 
difficulty of having the mixture retained by 
small infants when administered per rectum. 
However, in some cases, particularly children 
old enough to co-operate in the treatment, it does 
seem to have a very beneficial effect in acquiring 
more sleep. 


Although we have seen no cases of whooping 
cough complicated by convulsions during the 
present series, following the work of Powers® 
published in 1925, we have given to all cases 
cod liver oil. In the light of our present know- 
ledge we do believe that convulsions in whooping 


CHART I 
Count In 2—3 WereEKs—CourRSE 


Time 
before 


Lympho- 
t’ment 


cytes 


X-Ray 
No. Age W.B.C. Thymus 


1. 7TZyrs. 2wks. 15,600 69 Not done Anti- 


spasmodic 


(a) 
5 yrs. 


4days 8,000 


19 5 yrs. wks. 16,000 Positive 


32 6 yrs. 2 wks. 7,800 Not done Anti- 


(b) 


30 8 yrs. 2 wks. 15,000 Not done 


Type of 
t’ment 


Not done do. 


do. 
and 
Luminal 


Lympho- 


WBE. cytes Spas. Cough Type- Response 


11,400 58 4wks. 2wks. Mod. Delayed 





11,800 . 2-3 wks. Mod. Delayed 


. 2 wks. Mod. Delayed 


. 73 wks. Mild Favorable 





Mod. Delayed 





27 4 yrs. 1 wk. 10,200 Not done 


(c) 
6 


11 yrs. 1 wk. 8,000 Not done 


. 2 wks. Mod. Delayed 


cs. 2 wks. Mod. Delayed 





23 21 mos. 1 wk. 


Note.—(a) Ulcer Frenum; 


Marked do. 


(b) Ulcer Frenum. Nose Bleeds; 


. 1 wks. Mod. Delayed 


(c) Relapse. 
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cough are probably a manifestation of tetany, 
and as a prophylactic against this manifestation, 
we have given cod liver oil as a routine to all 
eases of whooping cough presenting themselves 
for treatment. The oil used was a good grade 
of Newfoundland oil, given either in half 
teaspoonful doses of the pure oil twice daily, or 
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one teaspoonful of an emulsion of this same oil 
given thrice daily. Even in children showing 
manifest signs of rickets when presented for 
treatment, convulsions have not been en- 
countered this year. Unfortunately we are not 
able to present chemical studies on the calcium 
eontent of the blood. 


CHART II 
Count IN 2—3 WrEKS—CouURSE 


Time 
before 


Lympho- X-ray 
tment 


i ym 
No. Age cytes Thymus 


(a) 


51 4} yrs. 


W.BC. 


3 wks. 10,000 63 Not done 


13 9 mos. 3 wks. Positive 
15 5 mos. 13 wks. Negative 
6 mos. 2 wks. Marked 
33 yrs. 2 wks. 


3. wks. 


Negative 


8 yrs. Not done 


Note.—(a) Ot. Med. Relapse. Did not yield. 


Type of 
t’ment 


Ether 
Ether 
Ether : i do. 


Lympho- 


W.B.C. cytes Response 


Prompt 
Gradual 


Ether ‘ s do. 
Ether ; : do. 
Ether 


CHART III 
Count In 2-3 WeEEKs—CouRSsE 


Time 
before 


Lympho- 
tment 


cytes 


X-ray 


No. Age Thymus 


(a) 
12 5 yrs. 23 wks. 93 Negative 


18 mos. 3. wks. Negative 


wks. Negative 


3 
6 1mo. 
7 


3 
5 yrs. 2 wks. Negative 
42 3 yrs. 3 


29 5 mos. wk. 


Positive 


Marked 


wks. 
35 1} yrs. Not done 
36 5} yrs. ‘ do. 


(b) : 
37 4 yrs. Negative 
31 6 yrs. 


52 5 yrs. 


Not done 





Positive 
10 2 yrs. 

at 1-ye. wk. 
21 4 yrs. wk. Negative 
50 3 yrs. 1 wk. 9,200 64 


11 2 yrs. 3 wks. 13,000 76 


Negative 


Not done 


Note——(a) Relapse; (b) Hilus T.B. 


Type of 
tment 
Vaccine 80 
Vaccine 
Vaccine 
Vaccine 
Vaccine 
Vaccine 
Vaccine 


Vaccine 


Vaccine 
Vaccine 
Vaccine 
Not done Vaccine (3) 
Positive Vaccine (3) 
Vaccine 

Vaccine 


Vaccine 


Lympho- 


cytes Type Response 


Mod. Delayed 
Mod. Delayed 
Mod. Delayed 
Mod Favorable 
Mod. Delayed 
. Favorable 


Mod. 
Mild 


Favorable 


Favorable 


Mod. Delayed 

Mild Delayed 

Mod. Favourable 
Mod. Delayed 
Mild Favourable 
Mild Favourable 
Mod. Delayed 
Mod. Favourable 





STRUTHERS ET 


Luminal has been used with some effect, 
especially in older children, in allaying the 
element of fear of the spasms, particularly of the 
choking sensations, and affording longer in- 
tervals of rest. Comparatively large doses are 
required to produce any effect, 144 to 1 grain 
doses three times a day being frequently required 
in children 6 to 8 years old. It may have some 
effect in Jengthening the interval between the 
spasms and in heightening the threshold over 
which external stimuli must arise to produce 
the spasm. 

In the use of vaccines (Chart III). we have 
had more suecess. All writers on the subject of 
the treatment of whooping cough agree that 
vaccines are of value as a prophylactic measure 
in those who have been exposed to the disease 
and as a means of reducing its severity in those 
who present themselves for treatment before it 
has become definitely spasmodie, 7.¢., in the so- 
called ‘‘catarrhal stage.’’ Our experience cer- 
tainly bears this out. Unfortunately, practically 
all those cases of which we have good records 
did not present themselves to the clinic until the 


disease had become definitely established. 

The vaccine used, in most cases, was one 
prepared by Dr. Kennedy in the hospital labora- 
tory from known cultures of B. pertussis secured 


from patients in the clinic. Other commercial 
vaeeines were also used occasionally, but no 
notes were made on the relative value of any 
one preparation. The laboratory vaccine used 
contained 5,000,000,000 Bordet-Gengou bacilli 
per ¢.c. only, no other organisms being included. 
The children under treatment were given four 
or five doses of this vaccine every second or 
third day, the doses being 44-1-1% and 2 e.c. 
As the chart shows, the vaccine produced a 
comparatively rapid fall in the lymphocytes, 
which is, however, less marked than the fall 
of the total leucocyte count. It apparently 
distinctly shortens the total course of the 
disease, 1.¢., both the spasmodic stage and the 
stage of subsidence when the cough is the most 
distressing feature. However, it is noted that 
early treatment, that is before the end of the 
first week of the cough, is necessary to produce 
any marked effect in shortening the disease. In 
those cases where the spasmodic manifestations 
were already well established, vaccine therapy 
had little if any more effect in reducing the 
severity of the disease than treatment by anti- 


AL: TREATMENT OF 


WHOOPING COUGH 1045 
spasmodie Grugs. This agrees in the main with 
the impressions gained from the publications of 
other writers: that vaccine to be of value must 
be given early, in large doses of a freshly pre- 
pared vaccine, and given rapidly to produce, if 
possible, a high degree of immunity in a short 
time. With these measures contacts of whooping 
cough cases may be granted complete protection 
against the disease, or, if the protection be only 
partial, the manifestations of the disease are 
much shorter, whooping and vomiting being 
usually completely obviated, and the length of 
the disease greatly shortened. 

In numerous families during the past epi- 
demic it has been noted that, when immuniza- 
tion was started immediately the diagnosis of 
whooping cough was made on one member of 
the family, the other children never whooped 
nor vomited, and presented only a moderately 
severe spasmodic cough with rhinitis, which 
lasted usually only two to three weeks. 

Dr. W. L. Smith,* of Boston, who has done 
more during recent years in the treatment of 
whooping cough than anyone else, uses a freshly 
prepared vaccine containing 10,000,000,000 
bacilli per ¢.¢c., and with this vaccine is ap- 
parently getting excellent results, giving the _ 
same doses as noted above. 

However, we are fully aware in making any 
estimates of the value of any form of treatment 
of whooping cough, that we must be prepared 
to make cbservations over a period of years, 
because of the well known variability in the 
type of the infection from year to year. Our 
results this year have been much better, on the 
whole, than during the previous two years and 
it has been recognized quite generally that the 
epidemic has been of a particularly mild nature, 
comparatively few cases showing severe com- 
plications, such as pneumonia, otitis media and 
convulsions. 

Chart IV gives some idea of our results in 
the treatment of whooping cough by x-ray. 
During a previous year (1923) we made some 
observations on the value of x-ray treatment on 
some fifty cases. Our results this year have not, 
on the whole, been quite as satisfactory, though 
the treatment used was essentially the same. 

Dr. W. L. Ritchie, the radiologist of the 
Montreal General Hospital, directed the treat- 
ments. After treating a number of cases with 
varying voltages, beginning with the original 
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CHART IV 


Count IN 2-3 WrEKs—CouRSE 


Time 
before 


X-ray 
tment W.B.C. 


No. Age Thymus 


4 3 yrs. 1 wk. 17,200 Not done 


Type of 
tment 


X-ray 3 


Lympho- 
cytes 


Cough 
W.BC. Spas. only Type Response 


6,800 38 1 wk. 1 wk. Mod. Immediate 





5 2 mos. 4 days 13,000 Marked 


X-ray 3 


6,000 68 2 wks. 1 wk. Mod. do. 





2 10 mos. 10 days 36,000 Negative 


X-ray 1 


Immed. Sev. Prompt. 





20 2 mos. 3 wks. 15,800 Marked 


X-ray 2 wk. 


wks. Mod. do. 





25 3 yrs. 1 wk. Not done 


26 18 mos. 2 


20,200 


. 13,600 Negative 


X-ray 3 
X-ray 3 cs. wk. 


Mod. 
Mod. 


Favourable 


Delayed 


wks. 





28 43 yrs. . 13,600 Not done 


X-ray 3 





ss. 10,000 
12,800 


Marked 
Marked 





X-ray 3 
X-ray 2 


. Mild Delayed 


Mod. Favourable 


Mod. Favourable 





. 11,200 Negative 





21,000 Negative 





Negative 
Positive 
59 3 mos. Marked 


(0) 


6 yrs. Marked 


15 mos. Marked 
7. ‘yrs. 


9 yrs. 


X-ray 3 
X-ray 3 
X-ray 3 
X-ray 1 
X-ray 2 


X-ray 2 
X-ray 1 
X-ray 3 
Not done X-ray and 5,000 52 





Mod. Delayed 
. Mod.§ Favourable 
. Mod. Favourable 
Mild Favourable 


Mod, Prompt 


. Mod.8Delayed 
Mod. 
Mod. Gradual 


4 wks. 


4 wks. 24 wks. Mod. Favourable 


Vaccine 


i) 
43 9 mos. 


Note.—(a) Ecchymosis eye; 


dose of Leonard’ he decided, after Leonard’s 
second article’ mentioning increased doses, to 
try different voltages and filters, until he has 
finally adopted the following technique, given 
with a water cooled tube. 

200 kilovolts. 

25 milliamperes. 

50 em. distance. 

1 mm. copper and 1 mm. aluminum 
filters. 

1/3-1 minutes according to age. 

We localized our treatments to areas covering 
the roots of both lungs, and treated anteriorly 
and posteriorly at each treatment, repeating 
weekly. We noted, in many cases, that the 
clinical symptoms were aggravated for a period 


Marked do. 


(b) 4th wk. Br. pneu.; 


4 wks. 
Compli- 
cations 


Mod. 


(c) Otitis Med. and Br. Pneu. 


of 24 to 36 hours after the first treatment, but 
marked improvement was shown after the 
second, in fact quite a large percentage in this 
particular group required only two treatments: 
we gave, occasionally, as many as six. Our best 
results were in cases which gave a definite re- 
action immediately following the first treatment. 
Three cases required only one treatment. 

There is noted a rather marked fall in the 
total leucocyte count and an absolute decrease in 
the lymphocytosis, which is in accord with our 
knowledge of the lowering of the white blood 
count by x-ray therapy. The total course of the 
disease on the whole series is, however, shortened 
more in those treated by x-ray therapy than 
those subjected to any other form of treatment. 
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We were very much interested to note that 
50 per cent of the cases which had a radiogram 
of the chest made, showed a definite enlarge- 
ment of the thymus gland. However, those 
having thymus enlargement treated by x-ray 
showed, on the whole, a no more prompt 
response than others treated by x-ray who had 
no demonstrable enlargement of the thymus 
gland. However, the percentage of cases show- 
ing ‘enlargement of the thymus gland was so 
high that the conclusion is suggested that there 
may be a relationship between the disease 
‘‘whooping ecough’’ and thymic hyperfunction, 
lymphocytosis and the beneficial effect of x-ray 
therapy. However, this is only made as a sug- 
gestion. We are not yet in a position to draw 
any definite conclusions. 

We have had no real experience in the treat- 
ment of whooping cough by transfusions of 
citrated blood from convalescents. It would 
seem possible that some greater degree of im- 
munity might be granted to these patients by 
large transfusions from convalescent patients. 
In two eases transfusions from adults who had 
previously had whooping cough in childhood 
were given to cases of whooping cough com- 
plicated by pneumonia. These transfusions ap- 
parently had little effect on the course of the 
disease. One child, aged 2 years, had a tuber- 
culous infection and bilateral pneumonia and 
otitis media. This child died, the second 
recovered. 

The treatment of the complications of whoop- 
ing cough, 7.¢., otitis media, pneumonia and 
convulsions, is in no way different from the 
treatment of these conditions secondary to any 
other infection and will not be dealt with here. 


SUMMARY 


Charts are presented showing the treatment of 
whooping cough by the use of drugs, adminis- 
tration of ether, vaccine and x-ray therapy. 
From these charts we would conclude, as does 
Smith in his paper published in 1924, that the 
combination of large doses of a freshly prepared 
vaccine and exposure to Roentgen rays, gives 
the most beneficial results. Prompt cures may 
be achieved occasionally with any form of treat- 
ment, but would appear to be more numerous in 
those cases treated by x-ray after the spasmodic 
manifestations have become definitely established. 
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In conclusion, we are convinced that the most 
successful form of treatment of whooping cough 
is prophylaxis, i.c., isolation of patient, which 
must be complete, vaccination and isolation of 
all contacts. It would seem, from our studies on 
cultures cf whooping cough cases, that a period 
of four wecks after the onset of the disease is a 
sufficient length of time for isolation. We were 
unable to get positive cultures after the fourth 
week of the disease, or after the end of the 
second week of the cough, and we would again 
agree with Smith that six weeks’ isolation of any 
given case is probably unnecessary. If we 
could be more thorough in our quarantine of 
this disease over a shorter period than the Board 
of Health regulations now demand, it would 
seem that we would accomplish more; also the 
quarantine of those exposed to the disease, and 
vaccine therapy should be instituted as soon as 
the exposure is known to have occurred. When 
it is considered that approximately 10,000 
children die each year in the registration area 
of the United States, it would seem effort and 
money well spent if the isolation measures 
could be more effectively carried out. If the 
medical practitioners and the laity could be in- 
duced to become as much disturbed over the 
infectious disease, whooping cough, with its high 
mortality rate, as they are over the infectious 
disease scarlet fever, with its now comparatively 
low mortality rate, the disease could much more 
rapidly be brought under control, but until such 
time as this frame of mind is reached and a 
shorter, stricter and more complete grade of 
isolation instituted, we cannot hope for very 
much reduction in the incidence of the disease, 
though we do think the mortality and percentage 
of complications can be reduced by the treat- 
ment we have outlined. 
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FEEDING PROBLEMS IN PRIVATE PRACTICE* 


By Auton GoLpBLoom, M.D. 


From the Medical Service of the Children’s Memorial Hospital, and the Department of 


Pediatrics, McGill University, Montreal 


"THE advances of the past ten years in the 
realm of infant feeding have served to 
eliminate much that is empirical, so that now 
infant feeding may, at least theoretically, be 
taught from a definitely scientific standpoint. 
We know the minimum total requirements in 
calories per kilo, and our food prescriptions are 
always exact in their proportions of fat, pro- 
tein, and carbohydrates. They fairly bristle 
with vitamines. All these factors have served 
in a large measure to greatly simplify the 
science of infant feeding, and have considerably 
reduced many of our problems. Many prob- 
lems remain, however, which require our con- 
sideration, personal problems of the baby, 
the parents, and the physician; problems of 
routine, of individual variations, and of idio- 
synerasies which arise in the practice of every 
physieian, and which often are not easy of solu- 
tion. I thought that it might be of interest to 
discuss with you some of these difficulties as they 
arise in the practice of the pediatrician, and to 
indicate the manner in which infants who re- 
fuse to follow text-books may be managed. 
The problems concerning the feeding of the 
normal infant in private practice are for the 
most part trivial. Healthy infants usually run 
quite true to form, and can be fed on any lines 
the physician chooses, provided, of course, that 
he keeps the basic requirements in mind, and 
pays attention to accessory food factors. It is 
almost superfluous to point out, at this date, 
that wherever practicable the four-hour inter- 
val is desirable even at the outset, and that the 
night feedings should be eliminated as early as 
possible. There are a great number of infants 
who go quite comfortably through the night, 
from ten until six, without awakening. It is 
interesting, in this connection, to point out that 
there are many infants who at a very early age 





*Read at the annual meeting of the Canadian 
Medical Association, Toronto, June 15th, 1927. 


will go the whole night, from 6 p.m. to 6 a.m. 
without waking, and that this should be allowed, 
provided it is consistent with regular gain in 
weight. I have known many infants who from 
three months of age have slept the entire night 
through, have had only four feedings per day, 
and have gained regularly, in fact were con- 
siderably above average weight. Three infants, 
in my experience, have been able to get along 
on three breast feedings per day from the age 
of three months and onwards. Naturally, it is 
necessary in such eases, particularly when such 
infants are artificially fed, to see to it that 
three or four meals, as the case may be, contain 
sufficient nutriment. This means, of course, a 
much greater concentration of food than is con- 
sidered orthodox, but then this is the period of 
reformation with regard to all our tenets of 
infant feeding. 

The most recent example in my practice of a 
very young infant thriving excellently on only 
three feedings per day, is one who at the pres- 
ent writing is nine weeks old. He is a male 
child of healthy parents. His birth weight was 
7 lbs. 1 oz., and he regained this weight on the 
seventh day after birth. He was put to the 
breast on the now conventional four-hour in- 
terval, five times in the 24 hours. He has al- 
ways slept through the entire night, from 1° 
o’clock on. At four weeks of age, when he 
weighed 8 lbs. 10 ozs., the mother found that 
he refused to nurse at his 6 a.m. feeding—he 
was too sleepy—in fact he slept regularly till 
10 o’clock each morning. His feeding hours 
then became 10 a.m., 2 p.m., 6 p.m. and 10 p.m., 
only these four nursings per day. For two 
weeks on this régime he gained 1014 ounces the 
first week, and 9 ounces during the second. His 
bowel movements were quite regular. At this 
time the mother complained that it was diffi- 
cult to wake him at feeding times. I then 
suggested her trying three feedings per day for 
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one week. The hours were 10 a.m., 4 p.m. and 
10 p.m.—not even water between. At the end 
of seven days on this plan the child gained 7 
ounces, and at the end of the second week, 
seven and a half ounces. The infant spends 
from half to one hour at the breast each time. 
Weighed before and after nursing it was found 
that he took between 8 and 14 ounces each 
time. A sample of the mother’s milk was 
analyzed, and found to contain, fat 5.25 per 
cent, protein 1.2 per cent, and carbohydrate 
6.5 per cent. The average intake of milk per 
day was between 25 and 30 ounces. Milk as 
rich in fat as this (and the analysis was made 
from four samples taken at different times and 
pooled) yields 24 calories per ounce. This gives 
the child a minimum of 600 calories per day, 
or at his present weight of 11 lbs. 7 ozs., 52 
calories per pound. Here then is an infant nine 
weeks old with an unusual physiological ca- 
pacity, whatever his anatomical capacity may 
be, with a mother who has abundant and very 
rich milk, and who, therefore, can consume suf- 
ficient food to nourish him abundantly in three 
feedings in 24 hours. The circumstances of this 
ease are such as to thoroughly justify the 
rather unusual régime for so young an infant— 
but the infant is thriving, and that admirably. 
This is the third such case in my experience, 
but by far the most remarkable. It is not cited 
as an example of how all infants on the breast 
might be fed, but rather to bring out a far more 
important point, namely that in the feeding of 
infants, whether on human milk or on cow’s 
milk, the individuality of the infant must be 
taken into account by the physician. Just as 
in adults we find wide deviations in appetite 
and tolerance, within the normal, which the 
adult discovers for himself, so in the infant do 
we find similarly wide deviations, which, by 
reason of the difference in the type of patient, 
the physician must discover for the infant, and 
the régime be planned accordingly. 

There is another simple problem which quite 
frequently presents itself in healthy and gain- 
ing babies. It is an almost complete failure of 
the appetite over a period of two or three 
weeks, which occurs somewhere between the 
ages of six to eight months alike in breast and 
bottle fed babies. I used to think that this 
phenomenon was associated with teething, for 
certainly the vast majority of infants do cut 


their teeth in this period, but as my experience 
grew I soon realized that the condition can 
occur quite independently of the stage of den- 
tition. I therefore was forced to the righteous 
conclusion that I did not know to what it was 
due, and that is the present status of my know- 
ledge in this matter. Briefly, the infant, for 
no apparent reason, stops eating. It will take 
one or two ounces from an eight-ounce feeding, 
and will refuse to have anything to do with the 
remainder, and this condition will continue for 
two or three weeks, when again, for no ap- 
parent reason, the infant will commence to take 
all his food. During this period, of course, the 
gain comes to a standstill. By judicious treat- 
ment, the appetite in such cases can be quickly 
re-established. Usually mothers are in the 
habit of spending a long time over their in- 
fants under such cireumstanees, in an attempt 
to get the entire portion of food into them. 
They often spend an hour attempting to make 
the child take his bottle, or nurse, as the case 
may be. This creates a vicious circle. The most 
effective treatment is to keep behind the child’s 
appetite rather than to try to keep ahead of 
it. In the first place, if the child is on a three- 
hour interval, it should at once be changed to 
four, and if the child will take only three 
ounces from an eight-ounce allowance, he 
should be offered but three. In other words, we 
try to leave the child dissatisfied, however little 
it takes to satisfy him. Again, the time allowed 
for a feeding should be strictly limited to ten 
or fifteen minutes. Then, as the child begins 
to show a renewed interest in his food, in- 
creases should be made gradually, say half an 
ounce at a time, always leaving the child 
hungry, and slowly creeping back to his origi- 
nal quantity. Under such a régime it is rarely 
longer than two or three days before the child 
is quite ready for his entire bottle. No drugs 
to stimulate the appetite are ever necessary in 
these cases. 

While we are on the subject of poor appetite, 
it is well to refer to another and more trouble- 
some phase, with which I am sure every pedi- 
atrician has to contend. I mean the apparently 
healthy child with a permanently poor appetite. 
Such cases are fortunately not abundant, but 
the few that we have are sufficient to tax our 
ingenuity to the utmost. This is the small, 
firm, underweight, usually happy baby, who 











1050 


cannot be induced to take more than two or 
three ounces of any mixture, whether weak or 
strong, and who, at the end of a year of strug- 
gling, weighs.fourteen or fifteen pounds. What 
the underlying cause of such a condition may 
be is not always clear. Often such children go 
on for nearly two years, and then for no ap- 
parent reason whatever commence to bloom. 
There is no set of rules that one can lay down 
for their treatment. With some, concentrated 
food is eminently successful. I have, on several 
occasions, made up to total daily food allow- 
anee with dried milk and sugar, adding only 
enough water to make it a viscid fluid, and 
dividing it into five portions. In one instance, 
where even this was unsuccessful, I put the 
infant at five months on three meals daily, 
using whatever solid food she would take, pre- 
scribing a completely heretical diet—one quite 
adequate for a child of two years—with notable 
success. I have found, however, in a certain 
number of children of this type, a moderately 
large adenoid, which when removed completely 
solved the problem. The striking results ob- 
served in these children have made me believe 
that all cases presenting such symptoms should 
be investigated from this point of view. 
Another problem which sometimes presents 
itself in apparently normal infants has to do 
with the quantity of food given at a feeding. 
I am certain that if we continued to follow the 
ancient rule of ‘‘one ounce more than the num- 
ber of months of age’’ we should very fre- 
quently come to grief. We have long ago 
learned of the difference between the physio- 
logical and anatomical capacity of the stomach, 
and by now we know full well how little re- 
lationship there may at times be between the 
two. Yet, in spite of this, we sometimes en- 
counter astounding capacities in very young 
infants. Unrecognized, such infants often pass 
as hypertonic infants, or are accused of suffer- 
ing from colic, for which they are treated with- 
out any marked success. They present the 
identical chief symptom, namely excessive ery- 
ing. This can be cured by ascertaining the 
quantity of food required to fill the stomachs 
of these children, and it is often surprising 
what comparatively huge quantities such in- 
fants will consume even at three-hourly intervals. 
One infant in my experience was already taking 
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four ounces every three hours before he was two 
weeks old, and by three weeks, owing to an 
incessant howl which distracted his parents, | 
decided to offer a second bottle immediately 
after a feeding, in order to see exactly what 
his capacity was. He consumed seven ounces 
in all, at three weeks of age, and spent a very 
peaceful night, much to his parents’ delight; 
so at this tender age nothing less than 42 
ounces of food mixture per day would satisfy 
this particular infant—as great a quantity as 
we feed to a six-month old infant. In many 
instances I find that the parents themselves 
have determined the quantity of feeding neces- 
sary to keep the baby happy, and it is not at 
all an uncommon experience to prescribe four 
ounces per feeding to an infant six or seven 
weeks of age, and to have the infant return ip 
a few weeks consuming eight ounces per feed- 
ing, sometimes even more, and thriving per- 
feetly, the mother explaining that nothing less 
would satisfy the baby. She usually is very 
generous, however, in giving you the credit for 
having made her baby gain. It should be ex- 
plained that the absolute quantities of milk, 
sugar, ete., are not affected by feeding such 
large quantities in these, after all, unusual 
cases. It is not necessary to tax the digestive 
capacities of these infants; it is necessary only 
to inerease the bulk of the mixture by the addi- 
tion of water. Thus, in the particular case I cited 
above, when it was ascertained that no less than 
seven ounces would satisfy the child, his regular 
formula was made up to the necessary quantity 
merely by the addition of water. These are 
evidently what Finkelstein calls hydrolabile 
infants, who require unusual quantities of 
water in order to carry on their usual meta- 
bolic functions in a normal manner. 

One more point in the feeding of normal and 
other infants, before passing on to a considera- 
tion of the athreptic infant. The importance 
of the accessory factors contained in orange 
juice and in cod liver oil has been abundantly 
emphasized. It is no longer necessary to lay 
stress on their importance in the prevention of 
scurvy and rickets; it is essential to point out 
that few parents appreciate their importance, 
and that for trivial reasons they are often dis- 
continued. I have recently seen two cases of 
scurvy in infants where the orange juice was 
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stopped because it did not seem to agree, and 
have many times encountered more or less mild 
rickets where the cod liver oil was omitted be- 
cause the mother thought that her infant was 
fat enough. I therefore cast about for a means 
of incorporating these substances into the for- 
mule, so that they could not be forgotten or 
omitted. It is one thing for a mother to give 
these substances between feedings, and quite 
another to use them as ingredients of a pre- 
-seribed food. Accordingly, I have in the past 
two years been incorporating these accessories 
into the feedings in the following manner. The 
prescribed amount of cod liver oil—say one tea- 
spoonful—is blended with one or two teaspoon- 
fuls of wheat flour, and made into a smooth 
paste by the gradual addition of cold water. 
This is then mixed with the total quantity of 
water prescribed in the formula, and boiled for 
fifteen minutes. (The boiling may somewhat 
impoverish the vitamin A factor in the oil, but 
has no effect on the anti-rachitic factor). This 
is then mixed with the other ingredients, and 
allowed to cool. Then the orange juice—three 
or four or more teaspoonfuls—is slowly added, 
and quickly stirred. Here then is a very simple 
method which makes the addition of these im- 
portant substances part and parcel of the in- 
fant’s food, and leaves no opportunity for for- 
getfulness. 

Much has been said of late concerning the 
impairment of the anti-rachitic factor in 
emulsified cod liver oil. This may or may not 
be true of old emulsions; it is certainly not 
true of freshly made emulsions, made in this 
way, and made fresh each day. I have had the 
opportunity of studying the effect of cod liver 
oil administered in this manner on several 
markedly rachitic infants, and have noted 
equally rapid healing by this method as when 
the pure oil was given. Both the Roentgen ray 
studies of the epiphyses and the estimation of 
the ealeium and phosphorus of the serum 
showed progress equally good, and equally 
rapid as in those cases in which the pure oil 
was administered. 

And now a few words concerning the athrep- 
tic infant. First, I wish to discuss the question 
of hospitalization of the feeding case. It has 
been my policy, except in the case of an infant 
coming from out of town, to avoid sending any 
athreptic infant to the hospital. I firmly be- 
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lieve that such treatment is not only unneces- 
sary, but at times harmful—even under the best 
possible conditions. There are exceptions, of 
course, but these are very rare indeed. It is a 
great temptation for the practitioner to shift 
the responsibility to an institution, in the case 
of a trying feeding problem, and even more try- 
ing parents, but he must realize that this is 
not the solution of the problem. The hospital- 
ized infant misses the individual care, and the 
mothering to which he is accustomed, and he 
is a prey to whatever infection may be lurking 
about the hospital. If, however, it is felt that 
hospital care is essential, it must be remem- 
bered, and it cannot be too strongly emphasized, 
that the infant should be sent home as soon as 
the particular error in the feeding or the diges- 
tion has been corrected, and not be allowed to 
remain there until he has put on sufficient 
weight. If he is admitted for vomiting, he is 
to be discharged when the vomiting is con- 
trolled, and if for diarrhea, he is sent home as 
soon as this has been conquered. The simple 
failure-to-gain baby should have no place in 
the hospital ward. Anyone with any experience 
at all can testify that such infants do far better 
when treated at home; in fact, they form the 
one bright spot in the life of the harassed and 
worried pediatrist. 

I have chosen from my private records an 
even hundred active cases of babies who were 
brought on account of failure to gain in weight. 
These were chosen from an alphabetical list, 
without discrimination. The accompanying 
table is instructive :— 


ONE HuNpRED CASES OF ATHREPSIA 


Underfed—Milk and 
carbohydrate 

Underfed—Proprietary foods 

Underfed—Breast alone, or inadequate com- 
plement 


water dilutions with 


me Ol 
oo 


bo 
ou 


@ 
or 


Total underfed 
Not underfed—Food adequate, but not gain- 
ing because of digestive disorders 
Congenital lues 
Small appetite type 
Prematurity 
Overfed 
Pylorie stenosis 


on 
Co 


| to & bo hoe 


The table demonstrates clearly that of one 
hundred random eases eighty-five were defi- 
nitely underfed. How simple a matter then to 
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Fic. 1.—Photograph of baby D., taken at nine 
weeks of age, after he had been for three weeks on 
three feedings per day. 


merely give these babies enough to eat, and so 
solve their problems. The solution of the prob- 
lem is simple enough, if but one fact is kept in 
mind with reference to the athreptic infant. It 
must be remembered that the athreptice infant 
lacks only fat and water—that his cells keep 
on growing in number even when the infant as 
a whole fails to gain in weight. Therefore, the 


number of body cells requiring food are the 
same, for practical purposes, in the under- 
nourished one as in the healthy baby. In order, 
therefore, to properly feed such an infant, it 
is essential to feed him according to what he 


ought to weigh rather than according to what 
he actually weighs. The dictum, therefore, of 
allowing between 45 and 50 calories per pound 
of baby weight, while it is adequate enough for 
the normal infant, will almost invariably meet 
with failure if it is used as a guide for the 
feeding of the athreptic one. It is in this way 
that I find the vast majority of my athreptic 
infants have been underfed. One single in- 
stance will illustrate my point adequately :— 
Baby Elizabeth F., 5 months old, birth weight 
71% Ibs., never nursed, fed on Allenbury’s food 
for 3 months, then for 2 months on milk, barley 
water, and cane sugar. The food at the time 
of the first visit was, milk 1614 ounces, barley 
water 1614 ounces, cane sugar 2 tablespoonfuls, 
514 ounces x 6 feedings. Weight at 5 months 8 
Ibs. 15 ozs. Such a feeding at first sight looks 
ample for a nine-pound baby. It allows 470 
calories, or over 52 calories per pound, but when 
we consider this baby as one containing as many 
active metabolising cells as a baby weighing 15 
pounds, which would be her normal weight, and 
when we consider that this nine-pound baby if 
placed in a calorimeter would be found to pro- 
duce practically as much heat as a normal 
fifteen-pound baby, we immediately realize the 
inadequacy of the above feeding. For the 


fifteen-pound baby this feeding would give only 
31 ealories per pound. 


CuHart I 


Bivth | we. Sven. Foe, 

To illustrate the progress of baby ‘‘D’’ on five, 
four, and three feedings per day. Since this article 
was written the baby has continued on three feedings 
per day, and at the present writing weighs 14 lbs. 
(Montreal. July 11, 1927.) 


Qwe. Fwe 


The formula prescribed, therefore, was the 
following: milk 20 ounces, butter soup 5 ounces, 
lactose 3 tablespoonfuls, corn syrup 3. table- 
spoonfuls, water 13 ounces, 7144 ounces x 5 
feedings. Here we have allowed 820 calories, or 
on the basis of the child’s actual weight 91 
calories per pound, but on the basis of her ideal 
weight, namely 15 pounds, we have allowed her 
not much more above the normal—actually 54 
calories per pound. In two weeks on the above 
food, this infant gained from 8 lbs. 15 ozs., to 
1034 lbs., or 29 ounces in 14 days; more than 
2 ounees per day. This rapid rate of gain con- 
tinued, so that at one year she weighed exactly 
22 pounds. This is typical of a host of other 
athreptic infants seen in private practice, and 
success in feeding them is based solely on a full 
realization of the one fact that I have mentioned. 
The butter soup in this case was used merely 
for the purpose of increasing the calories without 
too greatly increasing the bulk of the feeding, 
or encroaching on an adequate quantity of milk, 
and also as a simple vehicle for the cod liver 
oil, which must form part of every infant’s diet. 
To this purpose I have changed the orthodox 
butter flour mixture, to an_ oil-butter-flour 
mixture, which I have found absolutely adequate 
whenever I have used it. The following is the 
modified mixture for 20 ounces :— 
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Butter 
Cod liver oil 


4 teaspoonfuls. 
4 teaspoonfuls. 
6 teaspoonfuls. 
15 teaspoonfuls. 
20 ounces. 


The butter is heated alone, then the cod liver 


oil is added, and this is blended with the sugar 


and the flour, thickened with water, cooked in 
a double boiler for half an hour, and the whole 
niade up to 20 ounces with boiled water. Such 
a mixture keeps well on ice for several days. 
I have found it inadvisable to use more than 5 
ounces in the day’s food. This quantity is usually 
well digested, allows an adequate milk intake 
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to insure sufficient protein, and adequately pro- 
tects against rickets. I have used it chiefly in 
the feeding of athreptic infants similar to the 
one just cited. 

These and similar experiences have taught me 
to constantly bear in mind, firstly, that the 
individuality of the infant must be studied and 
understood, and this applies to the breast fed as 
well as to the artificially fed infant, and 
secondly, that for the successful feeding of 
athreptic infants, it is important to be guided 
by the ideal rather than by the actual weight. 


X-RAY DIAGNOSIS OF ANENCEPHALUS* 


By Bernarp R. Mooney, M.D. 


Radiologist to the Edmonton General Hospital and to the Misericordia Hospital, 


Edmonton, Alberta 


HE reason I select this subject for considera- 

tion is that I do not think the x-ray is 
ealled to the assistance of the obstetrician as 
often as it should be. There appears to be an 
impression, amounting almost to a superstition, 
that the necessary radiation is dangerous to the 
foetus. This impression is not the result of a 
study of the facts and is not the opinion held 
by those who are in a position to know.*)?}* In 
many centres radiological investigation of 
atypical pregnancy is a routine procedure, but 
in comparison with the information that can be 
gained, those of us who have been in general 
practice for some time know how limited is its 
employment. 

It is clearly the duty of the radiologist not 
only to be familiar with the indications for 
x-ray investigation during pregnancy, but also 
to bring them to the attention of those associated 
with him. Some of the more important ob- 
stetrical conditions in which radiograms are of 
considerable assistance are as follows: 

1. Anencephalus, which is here considered. 

2. Hydramnios, for any 
presenting part is difficult to recognize. 


when reason the 


* Read before the annual meeting of the Canadian 
Medical Association, Radiological Section, at Toronto, 
June 16, 1927. 


3. Intra-uterine fetal death. A condition 
which can be demonstrated on the film by the 
overlapping of the cranial bones.* 

4. Suspected multiple pregnancy. This also 
can be differentiated from hydramnios. 

5. Monstrosity. The Roentgen ray is probably 
the best means of detecting monstrosity before 
birth. 

6. Before Cesarean section it would be ad- 
visable, because the embarrassment of delivering 
a dead fetus, a small one or a monster can be 
avoided by. this means. 

7. In medico-legal cases. 

8. Plates would confirm the diagnosis of the 
physician and convince the patient in cases of 
false pregnaney. 

9. It is one of the positive signs of pregnancy 
after four and one-half months.® 

10. Hydrocephalus. 

11. Extra-uterine pregnancy. 

12. Pelvimetry.*° Good stereoscopic plates 
give a very Satisfactory idea of both the 
passenger and the passage. 

13. The position of the fetus, if there is any 
doubt. 

An anencephalie monster, speaking strictly, is 
one with no brain, but the brain may be rudi- 
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mentary or deficient, with the absence of both 
parietals and the occipital bone. The remainder 
of the body is usually of ordinary size, excepting 
the shoulders which occasionally are large and 
give rise to difficult labour.* The eyes and 
tongue protrude and spina bifida is not infre- 
quently met with.® Regarding the formation of 
_the sella turcica and the pituitary gland, ob- 
servations are conflicting so that it is probable 
that there is considerable variation.* »* ° 

Anencephaly forms a large proportion of the 
teratoid fetal abnormalities. In a series of 
11,521 births, at the Rotunda Hospital, Kirk- 
ness reports that one in every 900 was an 
anencephalic monster.* Case and Cooper found 
five such deformities in 1,621 obstetrical 
patients? or one in every 325 deliveries. 

The following two reports are presented be- 
cause they show how convenient the x-ray is in 
making this diagnosis before labour commences. 
You will note that in each case the recognition 
of the presenting part was difficult or impossible 
by the usual means. The diagnosis of anen- 
cephalus or other teratisms is often very 
difficult, in spite of the text-book descriptions, 
particularly if hydramnios is present, as it 
commonly is. 

Case made the first report of this kind* in 
1917, and now there must be quite a large 
number of instances in which anencephalus was 
recognized on x-ray plates before labour. In 
reviewing the literature, however, I can find 
only fourteen such reports. 


CasE 1 


Mrs. H. B., age 28, primipara, menstrual history 
normal. Nothing of importance in history or physical 
examination. Special examinations negative. The 
patient was admitted to the hospital on November 6, 
1924, and was kept under observation which included an 
x-ray examination on November 10, 1924. ‘‘ Pregnancy 
was suspected’’ but, as stated, the doctor was ‘‘ unable 
to diagnose the position. ’’ 

The x-ray report was as follows: ‘‘ Anterior- 
posterior and lateral plates of the abdomen show an 
apparently full term fetus. The bony shadows cast by 
the head are not normal. Anencephalus.’’ (Fig. 2), 

The patient was discharged from the hospital 
November 11, 1924, and re-admitted the next day at 
3 am. She was delivered of a female anencephalus 
monster at 7.45 a.m. the same morning. Development 
appeared to be about seven months. Duration of labour, 
six hours. 


CASE 2 


Mrs. V. S., age 20, primipara, menstrual history 
normal. No miscarriages. Expected date of confine- 
ment November 15, 1925. The history and physical 
examination were negative except for the presence of 
hydramnios. 
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Fic. 1.—Lateral view: 
absence of head shadow. 


(1) vertebral column; (2) 


The patient was admitted November 7, 1925, com- 
plaining of headache and backache. Temperature 97; 
pulse 80; respirations 20. The outstanding feature of 
this patient’s condition and the reason she was sent for 
x-ray examination was polyhydramnios. She was seen 
and examined by two consultants. It was thought that 
a generally contracted pelvis was present. 

Radiological report dated November 9, 1925, is as 
follows: ‘‘Full term fetus with marked abnormality of 
the bony parts of the skull. The vault is definitely 
irregular, small in size and the head is flexed on the 
chest. Interpretation: anencephaius.’’ (Figs. 2 and 3). 


Fic. 2.—Lateral plate. Arrow 1+shows spine of 
‘fetus; arrow 2 the shadow of deformed head bones. 
Spina bifida could be made out on original films, This 
could hardly be mistaken for anything else. 
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On the same afternoon a Cesarean section was per- 
formed and a female anencephalic child was delivered 
which moved slightly and probably did not breathe. 

Since that time a healthy child has been born to this 


mother, although another Cesarean section was thought 
necessary. 


Fic. 3.—Film of fetal bones after birth confirming 
appearance depicted in Fig. 2. 


Medicine in Ancient Greece—At one of the 
periodical social evenings of the Royal Society 
of Medicine Professor A. W. Sheen of Cardiff 
gave an interesting address on Greek medicine, 
beginning with the story of Asculapius, who he 
said was probably a real person, who as years 
rolled by was deified. His two sons Podalirus 
and Machaon were also famous for their skill 
in medicine as well as receiving Homer’s com- 
mendation for their bravery. The pinnacle of 
Greek medicine in the opinion of the lecturer 
was reached during the latter half of the fifth 
century B.C., in the time of Hippocrates. The 
medical school of Hippocrates was established 
on the little island of Cos—all that was greatest 
in ancient Greece appeared to have come from 
her islanders—where there was worked out a 
startlingly rational system of treatment of dis- 
ease. Professor Sheen took his audience through 
a few extracts from the works of Hippocrates 
to show the character and genius of this re- 
markable man, or perhaps of his school, for 
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In regard to the interpretation of the films 
in these cases, the absence of the vault of the 
skull is very striking and the trained eye should 


seldom be in doubt. If the films are good spina 


bifida can also be seen.* 

It is not necessary to give any details regard- 
ing radiographic technique any more than to 
mention that the lateral position is the more 
important and satisfactory one. 
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some of the work suggested the existence of a 
clinical unit quite of the modern type. One 
quotation had a very modern note: ‘‘This I 
know moreover, that to the human body it 
makes a great difference whether bread be fine 
or coarse.”’? There were very detailed state- 
ments in the writing of Hippocrates concerning 
operation arrangements. Professor Sheen quoted 
some passages which seemed to suggest that 
Hippocrates anticipated stethoscopiec methods, 
and proved how rational he was with regard to 
epilepsy, which at that time was looked upon 
as a ‘‘sacred disease.’’ Hippocrates regarded 
it as in no wise more sacred than any other, 
but as having a natural cause from which it 
originated like other affections. He reminded 
the audience that one of Sir William Osler’s 
favourite quotations, taken from the work of 
Sir Henry Maine, was to the effect that, apart 
from the blind forees of nature, everything 
that moved us to-day was of Greek origin.— 
Brit. M. J., January 22, 1927. 
























































































































































































































































A CASE OF TYPHOID FEVER WITH 
PLEURITIC EFFUSION 


By FLeTcHER McPuHepran, B.A., M.B. 
Toronto 


W. J., aged 24 years, living on Fisherman’s 
Island, drank unfiltered lake water. He was 
ill in 1918 with influenza for three weeks, but 
otherwise had been healthy. About December 
25, 1926; he began to feel ill and complained of 
teverishness, anorexia, and a sensation of weak- 
ness, but for ten days was ambulant, and was 
treated by his physician with cathartics and 
antipyretics. His condition gradually became 
worse. 

On January 6th his temperature was 105° F.; 
on January 10th he was taken to the Toronto 
General Hospital. By that date a cough had 
developed, and he was mentally dull and con- 
fused. In the hospital on examination of his 
chest, the lower right base was found to be dull 
on percussion; the breath sounds were broncho- 
vesicular in character, and many medium to 
small moist rales were heard at the end of 
inspiration; no rub was heard. Over the left 
base the note was not so dull, the breath sounds 
were approximately normal, and there were a few 
larger rales to be heard. Many rose spots were 
seen. The spleen was not palpable. His 
leucocyte count was 5,200; the blood culture was 
positive for B. typhosus on the seventeenth day 
of his illness; his Widal reaction was positive 
1-320. By the twenty-eighth day, his spleen 
had become readily felt; the blood culture was 
negative. Shortly afterward he complained of 
pain in the right lower chest and abdomen, 
made worse by any exaggerated respiratory 
movements. Examination revealed marked dull- 
with distant bronchial breath sounds 
without any friction rub or many rales, while 
at the lowest level, the breath sounds were 
absent. There was no abdominal tenderness nor 
spasm, but the abdomen was generally dis- 
tended, and the patient appeared quite toxic. 
Aspiration of the dullest area was rewarded by 
the finding of 40 ¢.c. of cloudy yellowish fluid, 
sterile on culture. Further aspiration on the 


ness, 
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his 


forty-ninth day of illness revealed the 
presence of 35 ¢.c. of fluid which was removed, 
but again was found to be sterile. At this date 
the urine was infected; the sputum and blood, 
however, gave no growth of typhoid bacilli. 
Aspiration which resulted in finding a sterile 
fluid was again carried out, but not until the 
sixty-fourth day was a similar fluid obtained, 
which contained typhoid bacilli on culture. 
Ten days later the blood eulture was again 
positive, but from this date he made an un- 
interrupted recovery. His fever, often 105,‘ 
had lasted seventy-nine days. The signs in his 
chest gradually returned to normal, and on dis- 
charge the respiratory movements were even and 
adequate on both sides. The note at both bases 
was slightly dull but ihe breath sounds were 
well heard without any accompaniment, and 
were normal in character. 

Comment.—Pleurisy as a complication of 
typhoid fever is rare and with a serous exudate 
was found only once in 250 eases, according to 
McCrae. No typhoid bacilli were found in the 
sputum. The blood cultures made were nega- 
tive, with the exception of the one in the 
initial stage, and remained so until after the 
organism had been recovered from the pleural 
exudate. This case illustrates the facility with 
which B. typhosus can multiply in an area of 
lowered resistance. The gall bladder is the 
classical example, but evidently other tissues 
may readily be the seat of such a multiplication. 
It is interesting to note that the first aspiration 
was sterile and antedated the last—positive—by 
over three weeks. 

This man was evidence of good nursing care. 
He was given all the food he could take provided 
it did not contain large quantities of cellulose. 
Seraped beef, milk, mashed potatoes, 
custards made with cream and lactose, all were 
combined to give him a dietary whose daily 
content rose to 4,100 calories. He was given 
water freely, sponged when the temperature 
reached 102.5° F. and an enema was given 
daily. 

When a patient has fever of more than four 
days’ duration, antipyretics and eatharties will 
not cure him. A blood culture and careful ex- 
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amination of the blood and urine may not only 
spare his physician mortification, but help to 
save the patient’s life. Physicians have died 
from hemorrhage or perforation in typhoid 
fever whose lives might have been spared had 
an early diagnosis been made. The blood cul- 
ture can be done anywhere in Canada except in 
the remotest parts. 


A CASE OF EPSTEIN’S NEPHROSIS 
By A. H. MacCorpick, M.D. 


The Montreal General Hospital 
Montreal 


The relatively rare occurrence of the condition 
described by Epstein in 1920, and the very 
marked importance of the diet in the treatment, 
would seem to warrant the reporting of the 
following ease. 

In November, 1925, Miss C. W., aged 20 years, 
a strong healthy girl, who had a _ negative 
family history and an uneventful personal 
history until recently, complained of having 
had a chill while coming home from a dance. 
The day following she was very pale, her eyelids 
and face were puffy, and she felt unusually 
tired. When seen on the second day she was 
markedly pale, the eyelids were swollen and she 
appeared weak. A specimen of urine obtained 
at this time showed 4 grm. of albumin per litre 
with granular and hyaline casts; the specific 
gravity was 1027, and the amount voided was 
considered normal. She was kept in bed at home 
and was allowed a fairly liberal diet of milk, 
milk puddings, broth, crackers, jelly, chicken, 
fish and fresh fruit. Her general appearance 
gradually improved, and in three weeks she felt 
so well she wanted to return to work. The 
amount of albumin in the urine, however, re- 
mained stationary. 

In December, a month after the onset, she 
felt so well that she got up and was around the 
house for a day. Subsequent to this, however, 
she became markedly worse. She developed 
ceedema of the legs and back, with marked 
swelling of the face and eyelids. The amount of 
albumin had now increased to 12 grm. per litre. 
She had, however, no temperature, and the 
blood pressure, blood count, and eye grounds 
were normal. A measured intake and output at 
this time showed the latter to be deficient. 
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She was now put on a strictly milk diet, but 
her general condition gradually became worse 
and the wdema increased. The bowels were 
fairly regular and at no time was there headache 
or vomiting. 

At the onset of the disease there was con- 
siderable doubt as to its etiology. The patient 
had received a severe chilling, and this seemed 
a reasonable cause, but she also had been taking 
mercury, and this suggested other associated 
causes. In August, three months prior to the 
onset of the kidney disturbance, she developed 
a rash. This was of a diffuse macular type, 
much resembling that of measles, but was con- 
fined entirely to the face and neck. Examina- 
tion of the throat at this time revealed what 
seemed to be mucous patches in the region of 
the tonsils, and further examination showed a 
small, but rather typical hard sore on the inner 
side of the upper lip. From this latter 
Spirocheta pallida were found by means of the 
dark stage. A Wassermann test was taken 
shortly afterward and was found strongly posi- 
tive. She was given five intravenous injections 
of novarsenobenzol and was put upon Green’s 
mixture, which, at that time, was the most 
convenient for her to take. The problem then 
was: did she develop an acute parenchymatous 
nephritis from her exposure to cold? Had she 
a syphilitic nephritis, or was she suffering from 
mercurial poisoning? 

In January, 1926, she was admitted to the 
Montreal General Hospital. She was given low 
protein diet and hot packs, but with little notice- 
able improvement. The cdema increased and 
fluid collected in the peritoneal cavity and in the 
chest. The latter was aspirated and 1,000 c.c. of 
opalescent fluid withdrawn. Two weeks after 
admission she developed a phlebitis of the left 
leg with chills, accompanied by fever, ranging 
from 100° to 102° F. which persisted for a 
month, and then gradually subsided. Her white 
cell count rose to 12,500, but the blood pressure 
dropped to 98/52. Her urine now showed 12- 
15 grm. of albumin per litre. 

At this time Dr. Rabinowitch who was study- 
ing her blood chemistry, found that she had 
normal blood urea and creatinine, but that there 
was a disturbance in the ratio between the serum 
albumin and the serum globulin. The serum 
albumin was decreased, and the globulin 
markedly inereased. There was also a marked 
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increase in the cholesterol content of the blood. 
She was now put on a high protein diet and the 
result was immediate improvement, which con- 
tinued until she left the hospital in April, five 
months after the onset. 

She is well at present—twenty months later. 
The urine shows no albumin and she is doing 
her usual work. 

On reviewing the history of the illness it is 
noticed that during the first month, while on a 
liberal diet, she improved; then on a milk diet 
she became progressively worse, and again, 
when given the high protein diet as recommended 
by Epstein,’ she improved to the point of 
apparently complete recovery. Before the high 
protein diet was begun her urinary output was 
approximately 1,000 ¢.c. in the 24 hours, and 
her weight 170 lbs. or 30 lbs. above her usual 
weight. Her output now became as much as 


2,500 ¢.c. in the 24 hours and her weight dropped ~ 


to 115 lbs. in 2 weeks, a loss of 55 lbs. 

The following chart gives an outline of the 
high protein diet for the 24 hours as recom- 
mended by Epstein: 


Water 
Skimmed milk 


Egg white 
Chicken 
Cracker 
Veal chop 

5% vegetables 


10% vegetables 100 grm. 
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A CASE OF RECURRING SARCOMA 
By W. A. Witkrxs, M.D. 


Montreal 


The case which I report herein is that of a 
young girl, who, during the winter of 1921, 
when 10 years of age, fell while skating, injuring 


her right shoulder. She was attended by Dr. 
F. P. Yorston, and made a complete recovery. 
About eighteen months later, that is, on July 
13, 1923, she was admitted into the Children’s 
Memorial Hospital, Montreal, for a swelling on 
the right clavicle. This was first noticed two 
months previously, as a small, painless swelling 
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about the size of a bean, on the anterior aspect 
of this bone. It gradually increased in size, 
until at the time when she was admitted into 
the hospital it was about the size of a hen’s 
egg. The hospital report records that the mass 
was painless, somewhat hard, and with a sense 
of fluctuation. It was adherent to the clavicle, 
the skin being freely movable over it. 

An x-ray examination of the right shoulder 
showed marked elevation in the contour of the 
shoulder over the outer half of the clavicle, and 
a homogenous egg-shaped soft tissue shadow 
about the size of a hen’s egg, surrounding the 
outer half of the clavicle, the acromial end of 
which was displaced upwards for at least one 
inch. The inner portion of the outer third of 
the clavicle was expanded ; the cortex being thin, 
irregular, and perforated above and below, near 
the tip, where, evidently, there had been a 
pathological fracture. Beneath the clavicle, 
near the acromial end, communicating with the 
medulla by a perforation through the cortex, 
was a more or less round shadow about the size 
of a marble. This portion contained a con- 
siderable quantity of faint bone shadow with 
a rim of slightly increased density. This rim 
was perforated on its inner margin. The 
periosteum of the upper surface of the clavicle, 
near the internal limit of the tumour mass, was 
thickened, and a small amount of light bone 
shadow was present in the soft tissue mass. The 
outer half of the medullary portion of the 
clavicle, besides being increased in width, 
(except at the free extremity), was honey- 
combed, and numerous more or less cireular 
areas of increased radiability of varying size 
were scattered through it. The middle third of 
the clavicle was not expanded, but the medulla 
showed commencing infiltration. 

The patient was operated upon by Dr. F. B. 
Gurd during the same day that she was ad- 
mitted into the hospital, and her right clavicle 
removed. The operation report was as follows: 


An incision was carried from the mid-line above 
the sternum to slightly beyond the tip of the acromion 
process on the right side. The skin was carefully 
dissected back, forming two flaps, the subcutaneous 
tissue being left in situ. Disarticulation of the mesial 
end of the clavicle was carried out. The clavicle was 
then removed, together with approximately 1.5 to 2.0 
em. of muscle attached to its upper and lower surfaces. 
Disarticulation of the lateral end of the bone was then 
carried out, care being taken to infringe upon the 
acromion process. The areolar tissue lying beneath 
the clavicle was wiped off with gauze, adequate dissec- 
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tion of the neck thus being carried out. The remains 
of the trapezius, deltoid and pectoral muscle were then 
sutured together with chromic catgut. The skin was 
sutured with silkworm catgut and clips. At no time 
during the course of the operation was the tumour itself 
exposed. The patient stood the operation well and was 
returned to the ward in good condition. 


The specimen was examined by Dr. L. J. 
Rhea, whose report was as follows: ; 
Specimen consisted of a right clavicle whose lateral 
half was occupied by a tumour mass. Total length of 
specimen was 12 cm. bone and tumour, each measuring 
6 cm. The mesial end of the clavicle and its sternal 
articular surface showed no abnormality. Beyond the 
mid-point the bone expanded to join the tumour mass 
in colour, and was encapsulated and covered with 
irregular tags of muscle, connective and fatty tissue. 
Dimensions 6 by 3% by 4% cm. Its upper surface was 
bony, hard, and continued the normal level of the upper 
surface of the clavicle. Its lower surface was lobulated 
and firm, bulging downward. The acromio-clavicular 
articulation, with a small portion of cartilaginous 
acromion process, was attached to the lateral end. The 
eut surface was reddish grey with spicules of bony 
tissue ‘scattered throughout surrounded by a_ semi- 
lobulated soft, tough, yellow tissue with a thin capsule. 
Pathological diagnosis: ‘‘sections show the tumour to 
be a rapidly growing sarcoma of the periosteal type.’’ 


The patient was discharged from the hospital 
on the eighth day after operation, and made an 
uneventful recovery. She was kept under ob- 
servation, and from July, 1923, to January, 
1925, did not show any sign of a recurrence. 

On April 22, 1925, she was referred to me for 
an x-ray examination of her skull. She had 
three swellings on her head, the largest of which 
was first noticed four months previously. The 
swellings varied in size from that of a pea to a 
walnut, and each one occurred after an injury 
to the head. All were of slow growth. There 
were no other signs, and there were no com- 
plaints. 


An x-ray examination of the skull at that time 
showed increase in width of the soft tissue 
shadows, corresponding to the swellings, with 
three more or less circular areas of increased 
radiability of bone corresponding to the palpable 
mass. The bone erosion did not extend deeply. 


With these findings, and in view of the past 
history, it was decided to institute a course of 


x-ray treatment. Each tumour was given a 
mild epilation dose in divided doses, extending 
over a period of five weeks, the course of treat- 
ment being interrupted by an attack of measles. 
The hair tell from the treated areas and re- 
grew within a normal time. About two months 
after the last treatment, the patient reported 
for examination. The smallest tumour had dis- 
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appeared completely, and the other two were 
very much smaller. On September 5, 1925, that 
is three months after the last treatment, the 
patient returned again for examination. All the 
tumours had disappeared and the hair had grown 
completely. 

About six months later the patient returned 
for x-ray examination of her dorsal vertebre. 
She had been bed-ridden for the past month, 
with paraplegia. She was unable to use her 
lower limbs; her bladder and bowels were not 
under control. She was brought to the office in 
an ambulance. There was complete paralysis of 
the lower extremity, marked anemia and emacia- 
tion. She looked desparately ill, and in fact, it 
was believed that the end was merely a matter 
of a very short time. Further x-ray treatment 
was recommended only as a most forlorn hope. 
An x-ray examination of the spine was made, 
which showed that the body of the fifth dorsal 
was partially destroyed, being wedge-shaped 
and considerably diminished in 
height. 

Treatments to the spine were commenced on 
November, 1925, two being administered during 
November, and five during December. At the 
third visit for treatment, on December 4, 1925, 
another small reeurrence was noted in the skull 
behind the right ear. This region was put under 
treatment also. When she returned for the 
fourth treatment, three weeks after the first 
treatment to the spine, there was marked im- 
provement. Movement was returning to the legs, 
and the bladder and bowels were under control. 
During the following week the improvement 
increased steadily, for although she was bed- 
ridden she could move her right foot freely. 
This improvement continued during the remain- 
ing two treatments, alihough she was still bed- 
ridden, and came to the office in the ambulance. 

On February 2, 1926, she returned to report. 
There was very marked improvement in her 
condition, and she was able to walk into the 
office with assistance. Two treatments were ad- 
ministered to the spine during the month of 
February. On March 3, 1926, having com- 
plained of pain in the left hip with limp; an 
X-ray examination was made of the pelvis, the 
left hip and upper two-thirds of the femur. 
This examination showed the presence of a 
large, faint, more or less round, homogeneous 
shadow about the size of a grape-fruit in the 


its vertical 
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lower left half of the pelvis, with destruction 
of the upper limb of the obturator foramen, and 
the greater portion of the left symphysis pubis. 
A thin narrow line of ossification was noted 
paralleling the upper portion of the lower limb 
of the obturator foramen. The notes made by 
Dr. A. H. Gordon at this time were as follows: 

Wéight 88 Ibs.; pulse 120; looks pale; walks rather 
cross-legged; throat negative; heart and lungs negative; 
scoliosis marked; small prominence in mid-dorsal region; 
weakness in both legs, with some inward rotation of 
left thigh. The knee jerks were increased + +. There 
was a double Babinski; abdominal reflexes both present. 
There was no loss of sensation, and both bladder and 
rectum appeared to be normal. There was no limitation 
of movement in either leg, but pain was felt along the 


shaft of left femur. There was no tenderness and no 
deformity. 


A further course of x-ray treatment was then 
commenced, this time to the pelvis. She had 
six treatments during March, two during July, 
and one during August, 1926, resulting in 
cessation cf pain, and an early restoration of 
function. On July 14, 1926, an x-ray examina- 
tion was made of the ribs, dorsal vertebre, 
lumbar vertebre, pelvis and hips, for the pur- 
pose of investigation and record. No further 
invasion was found. The upper limb of the left 
obturator foramen had regrown, and the body 
of the dorsal vertebra previously involved was 
represented by a narrow dise of bone, with 
angulation of the vertebral column. 

On Novmber 6, 1926, the patient returned 
again, this time for further recurrence in the 
skull. The x-ray examination of skull showed 
two more or less circular areas of increased 
radiability each about the size of a five cent piece, 
situated on the left side, one anteriorly in the 
frontal bone, and the other posteriorly in the 
parietal bone. The margins of these areas 
showed slight increase in density. The vessel 
markings of the bones were accentuated. Dr. 
Gordon’s notes this time were as follows: 

Well during summer; swimming several times; 
walking almost normal; no tripping; no headache nor 
backache; no retention; no frequency. During summer 
eyes were swollen and inflamed, but lately left lid 
noticed puffy. November 3rd, weakness in levator 
palpebrarum, occasional squint in left eye to left; no 
objective weakness; no diplopia; quite definite proptosis; 
vision good each eye; left fundus a little hazy about 
disc. Knee-jerks: right, plus; left plus, plus; no 
Babinski; normal sensation; normal motor power with 
the exception of slight weakness in left psoas; no re- 


currence of Icft knee pain. Probable metastasis about 
sphenoid. Weight, 89 Ibs. 


Six treatments were administered during the 
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month of November, three to each area, with 
early favourable results, and with disappearance 
of the growths. 


To summarize, this patient had an injury to 
her right shoulder during the winter of 1921. 
She was symptom-free until 1923, when a 
growth occurred in her right shoulder and her 
clavicle was removed. The pathological report 
of the specimen was: ‘‘a small round cell 
sarcoma, periosteal type.’’ She was then free 
from recurrence for a period of at least eighteen 
months, when metastases recurred in the skull, 
during the early part of 1925. About five 
months later, there was a second recurrence, 
namely, in the spinal column and in the skull. 
The third recurrence was five months later in 
the pelvis, and the fourth was about eight 
months later in the skull. All the skiagrams 
showed bone destruction, but excepting the 
primary growth in the clavicle, where there was 
definite medullary invasion, the bone destruc- 
tion in the metastases was from external 
pressure, and not from actual invasion of the 
medulla. The primary lesion in the clavicle 
showed definite osteogenesis; the metastases 
showed little or none. Bone regeneration 
occurred readily in the skull and in the pelvis, 
but did not oceur in the vertebre. A further 
feature of great interest was the ready response 
to comparatively moderate doses of x-ray. 


Regarding the technic employed. Each 
tumour received a course of varying kilo 
voltage, with varying filtration; either different 
thicknesses of aluminum, or of copper and 
aluminum. The total dose over any given skin 
area was less than an erythema dose; that is, 
if three doses were administered to one area 
during a period of one month or six weeks, each 
individual doses was less than one-third of the 
erythema dose. I mention the technic employed 
merely as a matter of minor importance, for I 
believe that any reasonable procedure would 
have produced the same result. The good results 
were due entirely to the extreme susceptibility 
of that type of tumour to x-ray treatment, and 
not to any special technique or skill. Owing to 
the small dose required there was not the 
slightest injury to the patient, a matter of no 
small importance to a young girl. 

N.B.—About ten days after the above paper 
was read, the patient returned to report. There 
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were no complaints, but routine x-ray examina- 
tion showed recurrences in the left hip, in the 
pelvis, the fourth lumbar vertebra, and in the 
skull. A further course of x-ray treatment was 
instituted. 


A CASE OF THROMBO-ANGIITIS 
OBLITERANS 


(BUERGER’sS DISEASE) 


By Antonio BELLEROSE, M.D. 
(Formerly of Necker Hospital, Paris) 


Assistant Professor, University of Montreal, 
Surgeon to Notre Dame Hospital, 
‘Montreal 


It was in 1924 that Buerger published his 
work on this disease, giving to it the name of 
thrombo-angiitis obliterans, a name which has 
been accepted not only in English speaking 
countries, but also in France where it is also 
termed Maladie de Buerger. Until the publica- 
tion of Buerger’s report it would appear to have 
been mistaken for a number of other vascular 
disturbances of the extremities. The following 
ease report has much interest for the general 
practitioner, not only as the careful personal 
observation of a case, but also because it shows 
conclusively that the disease is not peculiar to 
the Jewish race. 


W. H., a French Canadian physician, con- 
sulted me for gangrene of the second toe of the 
right foot, complaining that the pain he was 
‘enduring was unbearable. 

Personal History.—The patient was a com- 
paratively young man of 27 years; 5 feet 11 
inches in height, who had always been fond of 
sport and while at the university was noted for 
his speed as arunner. There was no history of 
previous disease either during childhood or 
adolescence. In 1922*he had been the victim of 
an accident which caused severe pain in the 
calf of the left leg. He was the seventh child of 
a family of nine, of whom eight are still living 
and all in good health. His father is alive and 
in good health; his mother died from cancer of 
the stomach. 

Clinical History—tIn September, 1924, the 
patient began to notice along the course of the 
external saphenous vein about the level of the 
right calf a series of seven or eight small 
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nodules. These nodules were all of an oblong 
form, about the size of a bean, and were slightly 
painful on pressure. At the time of his first 
consultation he had been suffering from pain 
for about two months. The diagnosis of 
thrombo-phlebitis was made, but the exact cause 
could not be ascertained. He was admitted into 
hospital for ten days, and under rest and treat- 
ment all the symptoms seemed to disappear. In 
June, 1925, the patient became again conscious 
that his gait was becoming difficult; a walk of 
about half a mile obliged him to stop two or 
three times on account of the painful sensation 
experienced in both legs. From then until the 
summer of 1926, the only symptoms observed 
were those of intermittent claudication. In 
July of that year an ingrowing nail of the left 
big toe forced him to discontinue the practice 
of his profession, and made him think seriously 
that something was wrong in his general health. 
He now observed that his toe nails did not grow 
regularly, that the few hairs he had on his leg 
were disappearing, and that both lower limbs 
appeared to be the seat of trophic changes. 
Early in September, 1926, there appeared on 
the internal side of the second right toe near its 
root, a small nodule which soon became sur- 
rounded by a slight edema. The pain in the 
toe now became intolerable; about the same time 
the patient observed on the under surface of the 
toe a patch of a waxy pallor the size of a one 
cent piece. This patch, white at first, soon be- 
eame bluish, then brownish, and afterwards 
assumed the appearance of gangrene. A few 
days later the line of demarcation between the 
sound and the gangrenous part became estab- 
lished. : 

Clinical Examination.—Left lower extremity : 
on the foot the nails are deformed and small, the 
skin is dry, and the hairs are gone. When in a 
dependent position the foot and toes become 
cyanosed. With the patient in the dorsal posi- 
tion if the leg is raised to a vertical position 
the foot and toes immediately become of an 
ivory white colour. This pallor disappears when 
the leg returns to the horizontal position. Pulsa- 
tions have disappeared both in the posterior 
tibial artery and in the dorsal artery of the foot, 
even after the test of a hot bath. The oscillo- 
metric index was equal to half the index of the 
upper member. 


Right lower extremity: the nails were 
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thickened; their free edge notched. The nail of 
the second toe was in process of elimination, 
and on its plantar surface a patch of gangrene, 
the size of a one cent piece. The least pressure 
on this toe caused excruciating pain. In a de- 
pendent position the toe assumed a bright red 
colour, although the foot and the leg remained 
very pale.- If when the patient lay on his back, 
the leg was raised to a vertical position, the toes 
immediatelysassumed a livid pallor, which dis- 
appeared only when the toe was brought down 
to about 10 degrees below the horizontal line. 
The posterior tibial and the dorsal of the foot 
did not pulsate even after the Babinski test. 
The oscillometric index indicated about one- 
fourth of that of the upper extremity. There 
was a slight edema along the full course of the 
saphenous vein, beginning near the internal 
malleolar process. 

Radiography of the right foot showed this 
normal calcification of the last phalanges; the 
arteries were not visible. 

General Examination.—Temperature varied 
between 97° and 98° F. degrees. Pachon oscillo- 
_ metre gave a 13 maximum,and 7’6 minimum. 
Metabolism was slightly inereased. Sensorial 
system normal. Nervous system: examination 
showed notable diminution in the plantar and 
achillean reflexes. Respiratory system was 
Radiography did not reveal any ab- 
normalities; contained no pathogenic germs. 
Digestive system was normal. Vascular system: 
examination of the heart revealed no ab- 
Blood vessels of inferior limbs 
presented signs of lesions. Examination of blood 
gave the following results :-— 


normal. 


normalities. 


Typhoid Pleurisy—T. Lucherini (Rif. Med., 


February 28, 1927, p. 211), who records two 
illustrative cases, states that pleurisy in typhoid 
fever is rare. It may oceur at the onset of the 
disease and for a time disguise the character 
of the typhoid infection, when it is known as 
pleuro-typhoid; or, as more frequently happens, 
develop in the second week of the disease or even 
in convalescence. As regards the frequency of 
the complication Eichhorst, in 1,824 cases of 
typhoid, found pleurisy in 32 instances (2.5 per 
cent); Sears saw it in 18 out of 1,056 cases 
(1.7 per cent) ; Liebermeister met with it in 4 
per cent, and Louis in 1.57 per cent. The 
character of the effusion may be serous, sero- 
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Globular numeration: erythrocytes, 3,600,000 ; 
leucocytes, 4,687;.polynuulears, 86' per cent; 
lymphocytes, 5 per cent; mononuclears, 8 per 
cent; eosinophyles, 1 per cent. Hemoglobin, 79 
per cent. Globular value, 0.9. Alkalinity: 
normal (4 grm. of sodium to 1,000 c.c.) Amount 
of urea 0.46 grm. Percentage of sugar, normal. 
Wassermann reaction was negative. Hemo- 
culture, negative. Genito-urinary system: urin- 
alysis revealed traces of albumen. Cutaneous, 
osseous and muscular systems showed effects of 
actual illness. 

Diagnosis: thrombo-angiitis obliterans or dis- 
ease of Buerger. Treatment: disarticulation 
was advised of the second right toe at the 
metatarso-phalangeal joint on account of the 
pain which was unbearable. For the pain and 
lack of circulation diathermy was advised; two 
treatments a day of twenty minutes’ duration. 
The patient was directed to avoid walking, com- 
pression of shoes or garters, the assuming of 
upright positions; also cold and injury by 
bruising. 

Present condition.—Since the amputation of 
the second right toe, there was practically no 
intense pain, but the obliteration of the 
vascular trunks in both legs still continued. 
The intermittent claudication steadily increased. 
The patient when seen a month ago, declared 
that he could hardly walk more than one 
hundred feet without being obliged to stop. He 
then experienced a sensation as if the calves of 
the legs were being compressed by the grasp of 
a vice. Every night after two or three hours of 
sleep, he was obliged to rise and move his feet 
to allay the pains which spread to all the toes. 


fibrinous, hemorrhagic, or purulent. The 
pleurisy may be due to the sole action of the 
typhoid bacillus or to association with the 
ordinary pyogenic organisms, but sometimes 
cultures of the fluid are sterile. Occasionally 
the cavity may be saccular, the fluid being 
purulent in one compartment and sero-fibrinous 
in another. In very rare cases the pleurisy may 
be bilateral or form part of a_polyserositis. 
Cytological examination may show predominance 
of large mononuclear cells or more or less 
damaged neutrophil polymorphonuclears with a 
few mononuclears or lymphocytes or large 
endothelial cells, or red corpuscles.—Brit. M. J., 
May 14, 1927. 
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HE 95th annual general meeting of the 
British Medical Association was held 
in Edinburgh in July last. From all the 
accounts we have received, both personal 
and communicated, we gather that it re- 
flected most impressively the dignity and 
influence of the medical profession in Great 
Britain. The place of meeting contributed 
in no small degree to its general success. 
Edinburgh is the home of a great medical 
school which has fostered a long succession 
of great men, and many of those who visited 
the conference from other countries have been 
influenced more or less directly by Edinburgh 
methods in medicine. Delegates were pre- 
sent from the Canadian Medical Association 
(Drs. John Stewart, H. S. Birkett, J. T. 
Fotheringham, F. N. G. Starr, James Miller 
and G. 8. Young), the American Medical 
Association, the China Medical Association 
and the Egyptian Medical Association; the 
foreign guests included distinguished repre- 
sentatives of all the European countries. 
The various Branches of the Association in 
the Overseas Dominions were fully repre- 
sented by delegates. 

The visit of the Association to Edinburgh 
(after a period of twenty-nine years) was 
timed with peculiar propriety, since it co- 
incided with the centenary of Lord Lister’s 
birth. In observance of this there was a 
special service in St. Giles’ Cathedral, and 
a memorial address. 

In the evening a distinguished company 
gathered in the McEwan Hall at which the 
Earl of Balfour, Chancellor of the University, 
presided, and was supported by Lord Provost 
Stevenson; Sir Alfred Ewing, Principal of the 
University; Sir Robert Philip, President of 
the British Medical Association; Dr. G. M. 
Robertson, President of the Royal College of 
Surgeons and Dr. Logan Turner, President 
of the Royal College of Physicians. On the 
platform also were many old students of the 
time of Lister. The Earl of Balfour, in open- 
ing the meeting, paid a warm tribute to his 
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memory. Short addresses were afterwards 
given by Sir William Watson Cheyne who 
spoke of the pre-Listerian days. Prof. Tuf- 
fier of Paris recalled the scene of Lister and 
Pasteur meeting in the huge amphitheatre of 
the Sorbonne on the occasion of the celebra- 
sion of Pasteur’s Jubilee, in the midst of an 
audience composed of the leaders of science 
who had come from all quarters of the globe. 
Dr. Harvey Cushing compared Lister and 
Lincoln. Professor John Stewart in his ad- 
dress struck a note that was peculiarly per- 
sonal and affectionate; a note that was evi- 
dently much appreciated by the gathering. 

The occasion was also appropriately recog- 
nized by an exhibition of Lister relics in the 
Upper Library Hall of the old University 
buildings. 

At the general meeting, the standard of 
papers presented was high and well sustained, 
opening with the presidential address of Sir 
Robert Philip, an abstract of which we pub- 
lish elsewhere. 

The general public could claim an inter- 
est in many of the discussions, especially in 
the views of the profession in regard to the 
Lunacy Law. ‘Two cases in particular dur- 
ing recent years have excited much inter- 
est in which litigation was resorted to, ques- 
tioning the justness of the certificates given 
attesting a condition of insanity, and the re- 
sult has been a feeling of insecurity on the 
part of the profession as to the ultimate 
consequences to themselves of even the most 
carefully weighed decisions. <A confidential 
memorandum was drawn up for the Council 
of the Association by the Lunacy Law and 
Mental Disorder Committee, containing ex- 
pert opinion on the subject, and this it is 
hoped will help to clarify the situation. 

A sign of the times was to be found in the 
recommendations of the Council regarding 
health education. As it was remarked ‘the 
profession was no longer a close corpora- 
tion.”’ The aim in future is to have the 
divisions and branches of the Association 
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become centres of public instruction, and a 
medium for the dissemination of medical 
intelligence. The value of this will be ob- 
vious in regard to the combating of quackery. 

Papers of general interest to the intelligent 
layman were the following: ‘Alcohol and 
the Motorist,’’ in which a timely warning 
was sounded on the use of alcohol in an 
occupation requiring such complete co-ordi- 
nation of the senses; ‘“‘The Use of Insulin in 
Diabetes,’’ by Prof. Hugh Maclean whose 
review of 291 cases of diabetes showed what 
a remarkable advance in our knowledge of 
the disease insulin had initiated; ‘‘ The Influ- 
ence of Tobacco on the Eyesight’; and ‘‘ The 
Use of Ultra-Violet Rays.’’ In the depart- 
ment of Preventive Medicine, Prof. Mellanby 
spoke on the “‘ Duties of the State in Rela- 
tion to the Nation’s Food Supply,” and 
urged the setting up of a Board of Nutrition 
to undertake research work, and publish 
‘authoritative statements on feeding matters 
for the benefit of the general public. — 

In the Section of Physiology and Bio- 
chemistry Prof. John Tait of McGill Uni- 
versity, in opening a discussion on the struc- 
ture and functions of the spleen, spoke of his 
having treated patients during the war in 
the actual country whence we had the word 
“‘spleen.’”’ He referred to the great atten- 
tion paid to this organ in the days of the 
Greeks; almost as much, probably, as we 
nowadays paid to the heart and brain. No 
more striking commentary on the disastrous 
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effects of malaria on the Greek race could 
be found than the writings of Hippocrates, 
whose description of the disease was notable. 
It was Hippocrates who remarked that when 
the body flourishes the spleen wastes, and 
Prof. Tait had in his examination of Greek 
children found the melancholy converse of 
the statement in their enlarged spleens and 
wasted bodies. 

The annual dinner of the Association 
brought together about 600 guests. Lord 
Dawson of Penn in proposing the toast of 
the ‘Imperial Forces’? remarked on the 
close association between the warrior and 
the physician since the earliest times. The 
Great War had only served to strengthen 
that association. In replying to this toast 
Rear Admiral Bowring commented on the 
enormous saving in the wastage of men that 
medical science had brought about. Men 
nowadays started their service in a healthy 
state and stayed so. Some credit, of course, 
must be given to the better education of the 
men themselves. In replying to the toast to 
the British Medical Association Sir Richard 
Bolam remarked that they had that night 
the largest gathering that they ever had in 
the ninety odd years of the history of the 
Association. There were 28 per cent more 
medical men attending this meeting than 
had ever before attended any of the Associa- 
tion’s meetings. No more representative 
meeting had been held in the history of the 
Association. H. E. MacDermor 


IMPORTANCE OF INTESTINAL INFECTIONS 


LECTURE on Intestinal Infection in Re- 
lation to Personal Health and Disease, 
delivered by Sir William Willcox at the 
Royal Institute of Public Health, appears 
in the June number of the Journal of State 
Medicine. After referring briefly to the 
success achieved in dealing with the acute in- 
testinal infections, the communicability of 
which has been established, he deals with less 
well recognized factors. Certain of these 
acute infections are prone to cause atrophy 
of cells in the glands of Lieberkuhn and of 
the villi of the small intestine, to the detri- 
ment of the future health of the individual. 
Dieted diabetics may show no glycosuria if 


glucose is administered per rectum, although 
the least quantity given by mouth leads to its 


appearance in the urine. This suggests that 
the tubular glands of the large intestine have 
a function in relation to the absorption of glu- 
cose (for absorption takes place), which may 
be compared with the action of insulin, and 
supports the contention that these glands, if 
healthy, possess important endocrinic func- 
tions. The normal movements of the small 
intestine, peristaltic and segmentary, keep 
that portion of the bowel relatively free from 
bacteria, whereas the absence of “such move- 
ments in the cecum make it a reservoir where 
a more or less stable’type of bacterial flora is 
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maintained. This reservoir determines the 
flora of the intestine in health, and abnor- 
mality of its lining membrane is of impor- 
tance in relation to abnormal flora. 

In dental sepsis, tonsillar sepsis and infec- 
tions of the nasal sinuses, the infective organ- 
isms may find their way to the colon. A 
study of more than a thousand patients in 
Sir William’s service showed that colon infec- 
tion followed such a focal infection in over 
90 per cent of cases. This explains the per- 
sistence of symptoms attributable to focal 
infection after the removal of the primary 
focus. The evidence of an infected colon is 
obtained by bacteriological examination of 
the colon washings after irrigation with 
sterile normal saline solution. Clinical and 
radiographic examinations may reveal an 
enlarged and atonic colon, but local clinical 
symptoms may be absent. Cases of arth- 
ritis, etc., which persist after removal of 
primary foci of infection should be investi- 
gated from this standpoint. The dietary 
correction of constipation, if necessary simple 
aperients, colon irrigations on the Plom- 
bieres principle, careful massage, and intes- 
tinal antiseptics such as guaiacol carbonate 
and salol, are useful in the treatment of 
secondary colon infection. 

Sir William pleads for more serious con- 
sideration of the parenteric infections, which 
are due to non-lactose-fermenting organisms 
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of the coliform group. Parenteric infections 
may be manifested in a variety of ways. One 
type simulates clinically a mild form of en- 
teric fever. and is to be distinguished from 
enteric by blood cultures and agglutination 
tests. This form of “‘parenteric fever” is 
commonly incorrectly called abdominal in- 
fluenza. Other types are usually termed ‘‘ir- 
regular and continued pyrexia’”’ and “‘in- 
testinal dyspepsia.’’ Various types of ill- 
ness: such as colitis, jaundice which appears 
to be catarrhal but is really toxic in nature, 
cystitis and bacilluria, pyelitis, venous throm-. 
bosis, etc., are, in Sir William’s experience, 
not infrequently due to parenteric infections. 
It is to be noted that persons recovered from 
such illnesses may be carriers of infection. 
And parenteric infections may be associated 
with other intestinal infections such as 
typhoid fever, thus complicating the clinical 
picture. 

The association of intestinal infection with 
another disease may accentuate and per- 
petuate the symptoms of that disease. Sir 
William has observed this in scurvy, malaria 
and skin diseases, and cites a case of exten- 
sive ulceration of the leg which failed to 
improve under ordinary treatment but which 
responded at once to the treatment instituted 
when it was found that a parenteric infection 
existed. W. H. Harrie 


INTESTINAL TUBERCULOSIS 


VERY interesting paper on Intestinal 
Tuberculosis, by Dr. David A. Stewart, 
of the Manitoba Sanatorium, appears in the 
May number of the American Review of 
Tuberculosis. Earlier papers by Dr. Stewart 
and Dr. J. E. Pritchard, who has been asso- 
ciated with him in this study, have already 
appeared in the Canadian Medical Associa- 
tion Journal. In this recent communica- 
tion an attempt is made to re-state in small 
compass what has been learned at the Mani- 
toba Sanatorium regarding the intestinal 
complications of tuberculosis in seven years 
of fairly intensive clinical study and the ad- 
ministration of nearly 1,500 barium meals. 
The percentage of intestinal involvement 
met with in the far advanced and hopeless 


stages of pulmonary disease was very high, 
approximating the percentages found post- 
mortem. In early cases on the other hand, 
in pleurisy, favourable and unfavourable, in 
tuberculosis of bone and joint, of kidney, of 
testicle and of eye, even with pulmonary in- 
volvement and the patient seriously ill, defi- 
nite signs of tuberculous enteritis were seldom 
found. The lesion may begin early but its 
symptoms generally do not appear till late. 

Three of the earlier signs of intestinal tuber- 
culosis are failing appetite, the normal tem- 
perament changing towards nervousness and 
irritability, and the usual bowel habit chang- 
ing towards constipation. The old classical 
signs and symptoms of intestinal infection— 
anorexia and nausea, tenderness, pain, dia- 






















1066 





rrhoea, emaciation, foul smelling stools, and 
sudden collapse—must not be regarded as 
early and diagnostic signs, but as late and 
prognostic omens. The physician should 
ever be on the watch for the earliest symp- 
toms; these are very apt not to be mentioned 
to the physician for months; frequently not 
complained of for many months, although 
they may in many cases be elicited by careful 
questioning. Dr. Stewart, therefore, empha- 
sizes the importance of giving a barium 
meal as a routine measure to every patient 
suffering from pulmonary tuberculosis on 
admission to a hospital. The information 
afforded by this measure has its highest value 
when obtained as an early routine, at the 
same time as skiagraphs are taken of the 
chest. In the cases quoted by him the 
diagnosis was made first by the barium 
meal and was confirmed after an interval of 
months by the appearance of symptoms. 
To wait for clinical symptoms, according to 
Dr. Stewart, is to wait months beyond the 
time when the diagnosis could be made by 
a skiagram. The only proper method is 
to anticipate symptoms, discover the dis- 
ease before it is advanced enough to develop 
them, and make the diagnosis without them. 





EARLY a century ago, the variations of 
surgical mortality under seemingly 
identical conditions led Velpeau to declare: 
‘An Englishman’s flesh is not like a French- 
man’s.”’ Broca, in the pursuance of his 
pathological investigations noted that the 
putrefaction of muscles does not go on at the 
same rate of rapidity in all races. The 
curious geographical limitation of several 
recurrences of an epidemic disease of the 
fifteenth and sixteenth centuries led to it 
being designated ‘‘the English sweating 
sickness.’’ Negroes are famed for their im- 
munity to yellow fever and malaria, while 
they appear to be singularly susceptible to 
tuberculosis and certain other infections. 
These are a few of the considerations which 
have led Eugene Pittard of the University 
of Geneva, to believe that there is a definite 
relationship between certain diseases and the 
ethnic origin of peoples. He argues that the 
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THE ETHNIC FACTOR IN MEDICINE 


As to treatment the first principle is to 
lay double stress on all ordinary means of 
cure, especially rest. Dietetic treatment has 
proved as a rule, disappointing, although 
the smooth or cellulose free diet: of Alvarez 
is of service. Light seems to have a very 
definite value, effecting cures, and when cure 
is impossible, alleviating symptoms. 

The literature on intestinal tuberculosis 
affords statistics frequently quoted by 
gloomy Jeremiahs; no wonder when the 
majority of such studies are based on post 
mortem findings only. Undoubtedly, the 
outlook in intestinal disease is often very 
poor, since the signs and symptoms of its 
presence are practically always met with in 
the later stages of the disease, and are an 
indication of a more or less general increase 
of the infection throughout the body. 
Nevertheless, tuberculous intestines do heal, 
and even intestinal plus pulmonary lesions 
do heal. Results, both intestinal and pul- 
monary, would be much better if in every 
case of pulmonary tuberculosis a full en- 
quiry at the outset were made regarding 
intestinal symptoms and signs, and if this 
enquiry included an examination by means 
of a barium meal. 


comparison of the medical statistics of different 
nations cannot be of material value unless the 
distribution of the several ethnic groups of 
each country be taken into account. Suffi- 
ciently complete data are not as yet avail- 
able in many countries, but Professor Pittard 
has been engaged for some years in a study 
of the cancer death rates of European coun- 
tries of which fairly satisfactory ethnographic 
maps have been prepared. It is quite ap- 
parent that an extensive knowledge of an- 
thropology is necessary for such a study, and 
in this respect Professor Pittard is admirably 
equipped. An article from his pen, which 
appears in the World’s Health for June is 
replete with thought-provoking observations. 

After pointing out that the language one 
speaks is often a matter of chance and has no 
necessary association with race (our use of 
such terms as Latin race and Slavic race is 
quite unscientific) he accepts Boule’s defini- 
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tion: ‘‘Race means the continuity of a 
physical type translating affinities of blood 
and representing an essentially natural group, 
which may and generally does have nothing 
in common with the country, the nationality, 
the language, or the customs which define pure- 
ly artificial and non-anthropological groups, 
depending on nothing but the history of which 
they are the consequence.”’ In Pittard’s 
words: ‘“‘ Race is a zoological fact, language is 
a social fact.’”’ Four principal European 
races are considered. The Nordic race, tall 
dolicocephalic, blond, long faced and straight 
nosed, includes the Scandinavians, the nor- 
thern Germans, the Danes, the northern 
Netherlanders, the Belgians (in part), the 
English and the northern French. The so- 
called Celtic race (Homo alpinus), short, 
brachycephalic, dark eyed and dark haired, 
occupies a large part of Central Europe and 
is abundant in the entire Alpine region, in- 
cluding parts of Austria, Switzerland, Ba- 
varia and France. The so-called Mediter- 


ranean race (Homo meridionalis), short, doli- 
cocephalic, black haired, dark eyed and 


straight nosed, is domained in the central 
and western part of the European Mediter- 
ranean. The Adriatic race, tall, brachy- 
cephalic, dark, and with straight or aquiline 
nose, includes the northern Albanians, the 
Montenegrins, the Bosnians, the Hertzego- 
vinians, the Dalmatians and a part of the 
inhabitants of the Veneto. It will be under- 
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stood that there is not an entirely homo- 
geneous population in any region. 

In the countries studied, the highest cancer 
death rates are noted in the sections in which 
the Nordic races predominate, while the low- 
est rates are found in sections peopled mainly 
by those of the Mediterranean and Adriatic 
races. The difference in the rates is very 
striking, and while Pittard asks that the 
theory of a relation between race and cancer 
be accepted with caution, he expresses the 
belief that it really exists. This belief is 
held so strongly that he is persisting ardently 
in his investigation. 

If, as Pittard believes, the differences in 
the racial susceptibility to certain diseases 
are due to the different physico-chemical 
qualities of the body-composition of the vari- 
ous ethnic groups, it is obvious that the 
demonstration of such differences would go 
far towards the solution of some of our most 
puzzling problems. Should a study of other 
conditions in relation to ethnic factors reveal 
an association comparable to that which 
Pittard believes to exist in the case of cancer, 
our biochemists and biophysicists would 
doubtless be promptly intrigued into an inves- 
tigation aimed at the discovery of the reasons 
therefore. We will hope that further study 
by our anthropological friends will produce 
results sufficiently conclusive to warrant com. 
plementary work on the physico-chemica] 
qualities of body structures. W.H. Harnz 


MICROBIC DISSOCIATION OF THE TUBERCLE BACILLUS 


HERE is no more interesting nor fertile 
field in the present day study of bac- 
teriology than that of so-called microbic 
dissociation. One must now divest himself 
of the fixed idea that bacteria are definitely 
formed structural units incapable of change, 
and conceive of them as changing both their 
supposedly characteristic structure and pa- 
thogenic powers depending on their environ- 
ment. This has been shown in a striking 
manner in the case of the pneumococcus. 
This organism in its typal specific form (the 
S. form) is capsulated, virulent for mice and 
acts as a specific antigen producing anti- 
bodies against the whole bacterial cell. 
After long culture in vitro, however, many 


of these cells lose their capsule and viru- 
lence and fail to produce antibodies for 
the S. form, though antibodies are form- 
ed against the avirulent, or the R. form 
itself. The growth characteristics and col- 
onies of these two forms are also different. 
Recently it has been shown that under suit- 
able conditions the R. forms may again 
revert to the typal specific 8. forms, but at 
present we have no clear idea of the part, if 
any, that these various forms of the same or- 
ganism play in epidemiology and disease. 
Petroff has recently shown that the same 
phenomenon is to be observed in the tu- 
bercle bacillus, as he has isolated two cul- 
turally dissimilar organisms from stock, 
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avian and bovine strains, though no observa- 
tions on the relative pathogenicity of the 
two strains have been reported. Should his 
further work along these lines show that the 
tubercle bacillus falls into line, with other 
organisms so far studied (pneumococcus, B. 
lepisepticus, etc.), namely, that virulent 
and avirulent forms revert the one to the 
other under suitable conditions, the use of 


Editorial 


THE MACKENZIE-DAvIpSON LECTURE AND 
RADIOLOGISTS 


The Mackenzie-Davidson lecture was estab- 
lished eight years ago by the combined societies 
ot Roentgenologists and the Electrotherapeutic 
Section of the Royal Society of Medicine to 
perpetuate the memory of a man who was not 
only a pioneer but a martyr to his work with 
the x-rays, and who during his shortened life 
was a conspicuous leader in its development. 
Sir Humphry Rolleston this year gave the 
address. Notwithstanding his numerous other 
duties he has always shown great interest in this 
department of science, which, as he said in his 
address, has been in the space of a few years 
almost revolutionary in its influence on both 
medicine and surgery, and in both greatly 
assisting accuracy in diagnosis. During the first 
year after its development the toll exacted by 
the rays from the earlier workers was appalling ; 
at least a hundred have been killed, and the 
numbers maimed or otherwise injured cannot 
be estimated. Great Britain was the first 
country to appreciate the danger and the first 
to devise an effectual method to prevent harm. 
As the result of careful investigation of the 
problem by a committee, it is now an easy 
matter to ensure the safety of both patients and 
radiologists. Dermatitis and burns should be a 
thing of the past. The British Medical Journal 
attributes to the energetic leadership of Sir 


Humphry Rolleston the adoption of these safety. 


measures in England and since then everywhere. 

We are glad to note that in his address Sir 
Humphry Rolleston urges that radiologists 
should have a scientific and medical training 
and should not only consult on equal terms with 
surgeons, physicians and gynecologists and the 
several specialists, but should follow up the later 
history of their clients. In its editorial the 
Journal laments that certain surgeons and physi- 
cians send private patients to non-medical 
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avirulent living organisms for vaccination, 
é.g., against tuberculosis, should be'held in 
abeyance until further detailed reports are 
forthcoming on the life cycle and fate of 
these avirulent forms. ARNOLD Brancu 
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Comments 


radiologists, and says that whatever excuse there 
may or may not have been for it in the past, 
there is certainly no excuse for it now; it terms 
the practice as one directly opposed to the 
interests of the patient, and the medical profes- 
sion. This statement is equally true in Canada, 
as in Great Britain. 


THE PROBLEM OF THE DIPHTHERIA CARRIER 


Not only in England but also in many of the 
larger cities of this continent a considerable in- 
crease in the number of cases of diphtheria has 
taken place, the exact cause for which is not 


at once apparent. In a recent number of the 
British Medical Journal the problem of the 
diphtheria carrier is discussed. It has long been 
recognized that a patient who has had diphtheria 
may retain the bacilli in his throat for some time 
and should therefore be kept isolated until the 
attending physician is certain that any diph- 
theritic micro-organisms in his throat are non- 
virulent. The virulence of the diphtheria 
bacilli has been considered to remain relatively 
constant, and apparent changes of virulence in 
consecutive sub-cultures have been regarded as 
due to the association of a virulent and a non- 
virulent strain. This may not always be the 
case and it appears therefore to be important 
that in children who have suffered from diph- 
theria, several tests should be made of the con- 
dition of the throat before releasing them from 
isolation. Margaret Beattie and Mary Dart have 
in a recent paper* presented us with the results 
obtained in a careful examination of the viru- 
lence of the bacilli in persons in whose throats 
diphtheria bacilli were present. Forty-seven 
such carriers were tested. Of these, 11 persis- 
tently showed non-virulent bacilli, 32 virulent 
forms on the first examination, and 4 non-viru- 
lent forms on first examination, but virulent 


* Am. Jour. Hygiene, March, 1927, p. 105. 
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forms on subsequent occasions. Of the 32 
patients that gave a positive virulence test, 
7 subsequently became negative, while of those 
giving an initial non-virulent test 26.7 per 
cent became positive. The conclusions to be 
drawn from these results would, from an ad- 
ministrative point of view appear to be that 
repeated tests of virulence should be made before 
patients who have had diphtheria, or children 
who have diphtheria bacilli in their throats are 
released from isolation. 


Liver Extracts In ANAEMIA 


In a recent number of the Journal of the 
American Medical Association,* attention is 
called to the striking effects obtained by feeding 
dogs suffering from severe anemia of long 
standing with liver and certain preparations of 
liver. Minot and Murphy have also obtained 
striking positive results in the treatment of cases 
of pernicious anemia in humans with diets con- 
taining large amounts of liver in one form or 
another. According to these investigators, 
during a relapse in the malady the ingestion of 
liver appears to cause the rapid maturation of 
the megaloblasts crowding the bone marrow. 
They report that the response to the feeding of 
liver is reflected in the peripheral blood by a 
temporary increase in the number of reticulated 
red corpuscles, and is followed by a marked rise 
in the total number of erythrocytes and in the 
concentration of hemoglobin. The quantity of 
liver apparently requisite for good therapeutic 
effects is not inconsiderable, and its prolonged 
administration has proved very objectionable to 
many patients. It is fortunate therefore that at 
the Harvard Medical School, Cohn and his 
collaborators have succeeded in fractioning liver 
extracts so as to secure potent concentrates. The 
effective substances are said to be free from 
lecithin, and ordinary lipoids and to contain only 
traces of protein, sulphur and iron. It would 
appear that these substances in daily doses of a 
few grammes are sufficient to show good thera- 
peutie effects, and it is hoped that biochemists 
will succeed before long in the isolation of the 
chemically individual substances representing 
the responsible constituents. 


* Aug. 13, 1927. 


Sm Ronautp Ross aND ANTI-MALARIAL WorK 


In the first annual report of the Ross Institute 
since its opening by H.R.H. the Prince of Wales, 
in 1926, a record is presented of some of the 
Empire-wide, anti-malarial work at present in 
progress. The visit of Sir Ronald Ross to Ceylon 
has been followed by another one undertaken at 
the invitation of the Indian Tea Association. A 
separate report has been issued upon this later 
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visit and in the report emphasis is laid upon 
aspects of the malaria problem and anti-malarial 
effort too little appreciated even by medical 
men. Reference-is made to the difficulty, which 
the villanous plasmodia under ordinary circum- 
stances experience in reaching a fresh host. It 
is to be remembered that only a fraction of the 
many anopheline species transmit malaria; only 
a fraction of the eggs of potential transmitters 
reaches adult maturity, and only a percentage 
of these adult anophelines bite malarial in- 
dividuals; only a fraction of infected cases 
infects mosquitoes, only a fraction of the infected 
anophelines survives to become potentially infec- 
tive for man and only a fraction of men bitten 
by infective mosquitoes become infected. Malaria 
only flourishes when anopheles and plasmodia 
abound, a sustaining thought for the sanitarian, 
who finds that he has failed to exterminate either 
anopheles or plasmodia. He should recognize 
that if he can sufficiently lower the numbers of 
ene or both there will come a point, as is the 
case now in England, when malaria will cease 
to be the industrial menace, which it still is in 
the tropics. When balancing the financial gain 
of efficient labour against the financial expendi- 
ture in anti-malarial effort, Sir Ronald sums up 
the matter thus: both malaria and malaria 
control cost money, but the former costs health 
and even life itself in addition. 

Sir Ronald Ross has just been awarded the 
gold medal of the African Society for the best 
work done on behalf of the African continent. 
It is not given to many to experience in their 
life time even the initiation of a permanent 
memorial to their life work other than the work 
itself. Sir Ronald Ross is happy in this, and it 
would be most fitting that he should see the Ross 
Institute set upon a permanent basis to a greater 
extent than it is at present. 


MeEMoRIAL VOLUME TO Sim Isaac NewTon* 


Attention is called in the Lancet, August 6, 
1927, to the fact that the bicentenary of 
Newton’s death falls in this year, and some time 
ago the council of the Mathematical Association 
suggested that the oceasion should be com- 
memorated by a special number of the Mathe- 


matical Gazette. The matter contributed, 
however, far transcended in quantity the limits 
of a single number of the Gazette, so the council 
decided to issue the whole as a single volume. 
Its contents are for the most part essays on 
abstruse mathematical subjects, but some of the 
papers will prove interesting to all those who 
have had some training in the physical sciences. 


*Isaac Newton, 1642-1727, a Memorial Volume 
edited for the Mathematical Association, by W. J. 
Greenstreet, G. Bell & Son, Limited, London, p. 180. 
10/6. 
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Professor H. E. Armstrong contributes an essay 
on forms of carbon and chemical affinity. 
Professor Forsyth a paper on Newton’s problem 
of the solid of least resistance. Professor D. E. 
Smith contributes a description of two unpub- 
lished documents by Sir Isaac Newton, a note- 
book written when he was about seventeen, and 
a proposal for a commission to prosecute counter- 
feiters. These documents are, we understand, 
in Mr. Pierpont Morgan’s library in New York. 
Other papers deal with Newton and his home- 
land. The book is excellently illustrated and 
altogether is a compilation worthy of its subject. 


EXHIBITION OF SCULPTURE 


Dr. R. Tait McKenzie, Professor of Physical 
Education in the University of Pennsylvania, a 
Canadian graduate of MeGill University, and 
for some time lecturer in his Alma Mater, 
has recently had a remarkable exhibition 
of his many pieces of sculpture, and art 
designs in the rooms of the Fine Art Society in 
Bond Street. The British Medical Journal of 
July 9th states that the exhibition was of special 
and timely interest to the medical profession 
as the annual meeting of the British Medical 
Association was this year held in Edinburgh; 
many of the main exhibits being studies and 
sketch models for the Scottish War Memorial to 
be a gift from America. The Journal goes on to 
say that the underlying idea of Professor Tait 
McKenzie’s beautiful group was explained by the 
inscription upon the pedestal of the main figure 
—‘‘1914—A tribute from men of Scottish blood 
and sympathies in America to Scotland.’’ The 
memorial is to be carried out in bronze and 
Craigleith stone. It shows a kilted youth with 
his rifle across his knees, seated, but preparing 
to spring up to answer the call to arms, in front 
of a frieze which forms the background of the 
memorial and depicts a procession of marching 
recruits headed by pipers. These figures, like all 
his work, are remarkable for their sense of 
action. Underneath is carved the legend: ‘‘If 
it be life that waits, I shall live forever uncon- 
quered. If death, I shall die at last, strong in 
my pride and free.’’ A fine idea, finely executed. 
It is to be erected on the north side of West 
Prineés Street Gardens, opposite Edinburgh 
Castle, and will be unveiled in September. 
Professor McKenzie gave up his sculpture for 
war service, and at an earlier period was first 
demonstrator and then lecturer on anatomy at 
MeGill University, Montreal; his work bears 


witness to his intimate knowledge of the anatomy 
of the human figure, and is especially notable 
for the rhythm-and movement of his figures in 
action. His statuettes of athletes, among them 
‘The Javelin Cast’’ and ‘‘The Pole Vaulter,”’ 
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are delightful and full of vitality. He showed in 
addition three admirable friezes, two of football 
called ‘‘The Punt’’ and ‘‘The Line Play,’’ and 
one of men skating, entitled ‘‘Brothers of the 
Wind’’—a beautiful design that gives a tremen- 
dous feeling of rushing through the air. He 
showed ‘also a sketch for his Cambridge memorial, 
many interesting portrait medallions, and some 
amusing grotesques. Professor Tait McKenzie’s 
sculpture is known on the Continent as well as 
in England and America, having been exhibited 
not only at the Royal Academy and the National 
Academy, but also at the Salon and elsewhere. 


CONFERENCE ON INFANT MORTALITY IN 
MONTEVIDEO 


We note that by means of the health organiza- 
tion of the League of Nations a conference was 
held in Montevideo on infant mortality. It was 
attended by experts from six Latin American 
countries, the Argentine Republic, Bolivia, 
Brazil, Chili, Paraguay and Uruguay. In 
reference to the conference Sir Austen Chamber- 
lain reported as follows: 

This conference, the first League meeting on 
Latin-American soil, was an event of consider- 
able importance. It was an outward and visible 
sign of the universality of the League and of the 
fact that, though its seat was on the continent 
of Europe, end the great majority of its meetings 
were inevitably held in that continent, its 
Members were none the less anxious to under- 
stand, and, where possible, to help in solving 
the problems which the more distant of them had 
to face. He trusted that the meeting at Monte- 
video might be the first of many such meetings, 
which could not but contribute to the better 
understanding of the special interests and points 
of view of those Members of the League who 
were, geographically speaking, far removed from 
its centre. 


OBJECTIONS TO THE UsE oF Liquip PARAFFIN 
IN CHRONIC CONSTIPATION 


In a recent issue of the British Medical 
Journal, Dr. Robert Gibson, dermatologist to 
the Salford Royal Hospital, calls attention to 
the irritation that is sometimes caused around 
the anal region by the use of liquid paraffin in 
chronic constipation. Owing to the mode of 
action of the muscle at the anus the skin in this 
region presents a stellate arrangement with the 
anus as its centre. In many individuals, the 
oil seeps through the anus, soils the under- 
clothing, and owing to impurities derived from 
its passage through the intestines irritates the 
surrounding tissue. He instances the case of a 
man who consulted him for an eczema from 
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which he had suffered for over twelve months. 
He had been the subject of constipation since 
childhood, and during the past two years had 
taken liquid paraffin with success. Twelve 
months ago, he thought the anal region felt wet, 
though the underclothing was not soiled. Later 
the part became itchy and when seen the 
region was the seat of a weeping eczema. 
Lotions and ointments were prescribed to check 
the inflammation, but with slight success until 
the paraffin was stopped and compound 
liquorice powder used as an aperient. The 
irritation then at onee began to subside and in a 
few weeks the skin was quite normal. Dr. Gib- 
son states that he has had five cases of eezema of 
anus in persons who were taking paraffin; in all 
the paraffin had to be stopped before treatment 
for the skin condition was commenced and the 
eezema responded promptly to treatment. 


DENTAL HYGIENE IN CHILDHOOD 


In discussing what he terms the most impor- 
tant single problem in the health of the school 
child, decayed teeth, Dr. James Frederick Rogers 
makes the statement that a recent announce- 
ment from the Forsyth Dental Infirmary marks 
the most significant ‘contribution to school 
hygiene for years. The research studies of 


numerous investigators go to show that faulty 
formation of the teeth is essential to their decay. 
Careful examination of all teeth, both first and 
second, should be made soon after their eruption, 
in order that faults in the enamel (the pits and 
crevices in which decay begins) may be detected 
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early and receive treatment which will render 
the teeth resistant to bacteria. It is claimed 
that approximately 90 per cent of the decay 
which has been believed to be unavoidable, and 
against which tooth-brushing is but moderately 
successful, is easily controllable by this plan of 
treatment. The causes of these imperfections 
of the teeth have not been fully determined, but 
are doubtless included in faulty nutrition during 
both pre-natal and post-natal periods. 


AMERICAN NEUROLOGISTS IN LONDON 


We note from an editorial in the Lancet that 
in the beginning of this month the American 
Neurological Association and the Section of 
Neurology in the Royal Society of Medicine held 
a joint meeting in London. This was the first 
oceasion. on which a gathering of British and 
American neurologists has taken place. Dr. 
Charles Dana delivered the Hughlings-Jackson 
lecture, and the Lancet in its editorial states 
that the contributions from the younger members 
of the American Neurological Association were 
remarkable for the high general level of know- 
ledge and research, which they revealed. Many 
of the contributions were of outstanding merit. 
Criticisms were friendly and controversies were 
eschewed. At the banquet which was the 
official close of the conference the toast of co- 
operation in English and American medicine 
was honoured, not only by outward signs but by 
mental resolve on the part of guests and hosts 
that it should stand for a permanent reality. 


Miscellaneous 


ACROMEGALY AND THE PITUITARY 
GLAND 


An unusually interesting address was delivered 
recently by Prof. Harvey Cushing of Harvard 
Medical School, before the Medical Society of 
London, ‘‘On Acromegaly from a Surgical Stand- 
point.” 

He began his address with a pleasing reference 
to the early story of John Coakley Lettsom the 
founder of the Medical Society of London which 
we publish on another page of this issue, and 
then drew attention to the slight importance 
attributed to the pituitary body within the 
memory of a great majority of his audience. 
Even physiologists regarded it as too inconspicu- 
ous an object to attract much notice, or brushed 
it aside as a mere vestigial relic. Suggestions 
were, indeed, made by Pierre Marie regarding its 
possible relation to the peculiar disorder first de- 
scribed and named by him in 1886, but by the 


public acromegaly was looked upon as a freak of 
nature fit only for the “‘side show” to be ex- 
hibited with instances of giantism and dwarfism, 
of bearded women and fat boys whose hypo- 
physeal and cousinly relationship was as yet un- 
recognized. 

Of the manifold functions of the pituitary body, 
and its relation to the other glands of internal 
secretion there was at that time not the slightest 
conception. To-day, the enticing problems of 
endocrinology absorb the attention of a host of 
investigators. Not since the early discoveries in 
bacteriology has there been anything comparable 
in importance to our gradually developing know- 
ledge regarding the influence which the ductless 
glands wield over the development and nourish- 
ment of the bodily tissues. 

"Gradually, we have come to base our concep- 
tion of the way in which the ductless gland dis- 
orders affect the body, on the presumption that 
there are counterposed states of primary under- 
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function and primary over-function for every in- 
dividual member of the so-called endocrine series, 
and that each of these states will evoke its own 
peculiar clinical syndromes, some of which. we 
already recognize. 

This hypothesis has been largely the outgrowth 
of our experiences with disorders of the thyroid 
gland, and surgery has played no small part in its 
elaboration. An enlargement of the thyroid is 
for all to see, and in regions where goitre is en- 
demic the surgeon was primarily induced to 
operate upon cases in which life was in danger or 
made insufferable from pressure of the enlarged 
gland. Hazardous procedures the operations 
proved to be; critical enough in themselves, but 
rendered more so by the unforeseen danger that 
lurked in the background of convalescence, until 
through experience and experiment it slowly 
dawned on men’s minds that a residuum of thy- 
roid tissues must be left, and that the parathyroid 
glands must be spared, if subsequent health and 
even life was to be maintained. 

In comparison with the problems of the thy- 
roid, the untangling of the pituitary problem was 
far more difficult. Not until roentgenology came 
to be sufficiently perfected as a diagnostic aid 
could we really tell with assurance when the 
pituitary gland was actually enlarged, while its 
inaccessibility long served to remove it from the 
sphere of surgery. Even its experimental re- 
moval in animals was difficult to accomplish, 
and gave contradictory results owing to the inci- 
dental lesions of nervous centres adjacent to, 
and possibly presiding over the activities of the 
neuro-hypophysis. 

An early question to be determined was the 
condition of the pituitary gland and the sella 
turcica seen in cases of acromegaly submitted to 
autopsy in the past. Acromegalic skeletons in 
pathological museums the world over were ex- 
amined to find whether they showed any enlarge- 
ment of the sella turcica, and it was found that 
most of them did. From time to time, however, 
examples of acromegaly were described in which 
no tumefaction of the gland was apparent, and 
examples of undoubted pituitary tumour were put 
on record, which showed no trace of acromegalic 
overgrowth. On the contrary, these patients ex- 
hibited a medley of inexplicable symptoms such es 
dwarfism, sexual dystrophy, diabetes insipidus, 
and adiposity. Out of this chaotic jumble, order 
fortunately is beginning to shape itself. To its 
partial solution numerous persons have made con- 
tributions, which piece by piece have been fitted 
together. The pathologists have succeeded in dif- 
ferentiating certain of the hyperplasias which af- 
fect the gland. Experimentalists have laboriously 
undertaken to determine the secondary effects of 
ablation of the gland or of portions of it. As a 
combined result of many disconnected studies, we 
begin to have a partial explanation of the con- 
stitutional effects of deranged pituitary function. 
Curiously enough, it was not acromegaly but the 
reverse condition that was at first experimentally 
developed. Although the syndrome of Marie was 
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usually associated with a pituitary tumour, ex- 
perimenters attempting its ablation were unable 
to reproduce symptoms of acromegaly, but re- 
ported in its place most conflicting results. Cer- 
tain incomplete extirpations on adult animals led 
to adiposity and sexual dystrophy; while similar 
procedures in young animals led to dwarfism and 
prevented sexual development. As the result of 
these experiments the conclusion was arrived at 
that acromegaly must be ascribable to a counter- 
posed state, namely, to glandular overactivity. 
Evidently the hypophysis secreted a substance or 
substances which not only influenced growth, but 
which had a marked influence on the activity of 
the reproductive organs. Just what portion of 
the gland, however, possessed these properties was 
a matter of uncertainty. A physiologically active 
principle had been found only in extracts of the 
posterior lobe. Not until an investigator, who 
was also a morphologist, took the matter in hand 
was it convincingly shown that the growth-stimu- 
lating principle was a property of extracts of the 
anterior lobe alone. It was primarily through 
studies of cestrus cycle in rats that Prof. Evans, of 
the University of California, first found that an 
extract of the fresh anterior lobe would not only 
interrupt the cestrus in adult female rats, but 
would also prevent its onset when given to pre- 
adolescent animals. He found, also, that when 
intraperitoneal injections of such an extract were 
continued over a long period the growth of ani- 
mals was greatly accelerated and gigantism could 
be produced. This served to establish for the 
first time as a fact that the stimulation of growth 
is apparently due entirely to the anterior hypo- 
physis; for the first time there was reproduced in 
the laboratory, what heretofore had been theoreti- 
cally assumed to be a clinical state only due to 
excessive rather than to a perverted glandular 
secretion. Much labour will still have to be 
expended before we have at our command a re- 
liable extract which can be standardized and kept 
sterile, but the discovery that the anterior por- 
tion actually contains a growth stimulating prin- 
ciple will doubtless spur the biochemist to further 
investigations. These experiments have not re- 
produced acromegaly but only gigantism, but 
they support the view long held that these two 
conditions are closely related; are both hypo- 
physeal in origin, and are both ascribable to an 
excessive secretion of the anterior lobe. Gigan- 
tism is probably the result of a process started in 
youth before the epiphysis has been ossified; 
whereas acromegaly is an expression of the same 
influence started at an age after epiphyseal 
growth has ceased. For these illuminating dis- 
coveries we are indebted to the rat. Most of the 
early observations on experimental hypophysec- 
tomy were made on the cat and on the dog, and 
they taught us much; but observations on these 
animals were not satisfactory owing to the slower 
development and life cycle of these animals and 
to their. great variability in kind. It is quite 
otherwise with the rat, and operative procedures 
have been devised whereby lesions may be ac- 
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curately made and more dependable results 
carefully studied. In a recent series of papers by 
Dr. Davidoff (formerly an assistant of Prof. 
Cushing), the autopsy findings in four cases of 
acromegaly have been described, and emphasis 
laid, not only on the extraordinary splanchnome- 
galy which the disordered pituitary activity often 
provokes, but also upon the alterations induced 
in other ductless glands, notably shown as hyper- 
plasia of the thyroid, parathyroid, and adrenal 
cortex; while in states of pituitary insufficiency, 
these glands become atrophic. These experi- 
mental observations have opened up for future 
investigation an immense field. Evidently, we 
are only at the beginning of what some day we 
shall know regarding the functions and structure 
of this wonderful endocrine system. From the 
striking results clearly attained, we may infer 
how much light may yet be thrown upon the 
many clinical syndromes we now recognize. Still 
further, Dr. Harvey Cushing considers that this 
recent knowledge will quite upset our present 
nomenclature. Descriptive terms may prove ex- 


ceedingly inconvenient from a nosological stand- 
point, and where choice is permissible it may 
appear better to use non-committal eponyms, such 
as: the syndrome of Gull, or of Graves, or of 
Marie, as we at present do of Addison’s disease. 

Prof. Cushing then went on to discuss the 
several pathological lesions brought about by 


varying grades of pituitary activity, and described 
the effects of complete deprivation of secretion in 
the anterior lobe, with a slow fatal cachexia; 
occasionally, an acutely fatal cachexia hypophy- 
seopriva; and of deficiency syndromes due to 
compression by parahypophyseal tumours, and to 
chromophobe adenomas, and finally, dyspitui- 
tarism. 

The symptoms of hypopituitarism will vary 
according to whether it has originated in child- 
hood or adult life; whether it is, or is not, asso- 
ciated with tumour, and whether or not there are 
accompanying disturbances in the hypothalamic 
region. For full details of these various syn- 
dromes we must refer our readers to the full text 
as it appears in the British Medical Journal, of 
July 2 and 9, 1927. 

The only clinical evidence we have of pitui- 
tary overactivity is overgrowth, and this over- 
growth is apparently due to excess rather than 
to any perversion of glandular function. As the 
result of clinical hyperpituitarism two types of 
cases may be distinguished; those in which the 
disorder has set in during pre-adolescence, and 
those in which it has manifested itself in adult 
life. The former results in gigantism, the latter 
in acromegaly. So far as is known at present 
both of these states are invariably associated 
with a hyperplasia or with an actual adenoma of 
the chromophilic element. Although gigantism 
and acromegaly differ to an extraordinary degree 
outwardly, this is held to be largely a matter of 
skeletal response to the growth hormone. In- 
wardly, the consequences of hyperpituitarism are 
much the same in the two maladies. Both are 


. tumour and its pressure effects. 
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accompanied by visceral splanchnomegaly, and 
by a hyperplasia of the thyroid and parathyroid 
gland and adrenal cortex. There are, however, 
a great number of secondary factors to be con- 
sidered which lie quite apart from the mere 
That the hypo- 
physis is primarily concerned with growth the 


brilliant studies of Evans and Smith would appear 


to render certain. No less definitely do these 
experiments show that it is an activator of the 
reproductive organs. Nature, however, has pro- 
vided that neither the pathological giant nor 
dwarf should reproduce his kind, for apparently 
in the counterposed states of overaction and 
underaction the functions essential to reproduc- 
tion are interfered with. 

The final stages in the two conditions of glandu- 
lar insufficiency and overactivity are important 
to note. In the one the tissues atrophy with re- 
sulting senility and cachexia; in the other splan- 
chnomegaly and tissue hypertrophy develop 
which equally lead to dire consequences. Not 
until some practical form of substitution therapy 
is obtainable will the surgeon run the risk of over- 
doing extirpation. 


ON THE CONSTITUTIONAL FACTOR 
IN DISEASE 


In a recent address before the Ulster Medical 
Society Dr. Arthur Hurst of Guy’s Hospital, 
London, emphasized the importance of the study 
of the constitution of the patient as well as of the 
malady with which he was afflicted. During the 
past twenty-five years the great advances in 
knowledge which have followed the application 
ef bacteriological, biochemical and physical 
methods have led to the comparative neglect of 
the constitutional factor in disease, and the ques- 
tion of the existence of diatheses has come to be 
regarded as hardly worth serious consideration 
by the scientific physician. The illuminating 
studies on the constitutional factors in disease by 
the great clinicians of the last century are almost 
forgotten by the present generation. Signs, how- 
ever, are not wanting that a renewal of attention 
is being given to factors in disease, which have 
been defined as the sum of the anatomical, physio- 
logical, immunological, and psychological charac- 
ters with which each individual is born, and 
which depends in great measure upon heredity 
and possibly on other factors the nature of which 
is quite unknown. Acquired characteristics are 
not supposed to play any part, though in the course 
of years they may profoundly influence it. 

It is recognized that considerable variation 
occurs among individuals whom we may regard 
as normal, and that such differences may occur 
in any one of the four panels of the constitution, 
the anatomical, physiological, immunological and 
psychological. Some of these variations may be 
advantageous to the individual, while others un- 
doubtedly make him more liable than the average 
person to develop certain diseases. It is the 
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latter type of variation to which the term “dia- 
thesis’”’ has been applied, and which may be de- 
fined as the inborn and often inherited character- 
istics, which make an individual liable to react 
to physical, chemical or psychological stimuli in 
such a manner that disease results. A knowledge 
of the constitution of an individual should make 
it possible to prevent some diseases regarded as 
unpreventable, to recognize others in an early 
stage, and to avoid recurrences in recurrent dis- 
orders when one attack has been overcome. 
Since the war investigations on the pathogenesis 
of gastric and duodenal ulcer and Addison’s dis- 
ease led me to regard the constitutional factor in 
the causation of disease as a promising field of 
research. 

Though gastric hypotonus and gastric hyper- 
tonus are diagnoses frequently made by radiolo- 
gists, the conditions are both rare. Accurate ob- 
servation has proved that the tone of the high, 
so-called hypertonic stomach is no greater than 
that of the stomach of average position, or than 
that of the so-called “dropped stomach.”’ The 
term “dropped stomach” is as incorrect as hyper- 
tonic stomach for gastroptosis should indicate 
that the stomach has fallen from a higher posi- 
tion which it had at one time occupied. There 
is rarely any evidence that this ever occurs. The 
condition is not infrequent in healthy people 
with excellent abdominal muscles and _ also, 


though less frequently, in comparatively stout 


individuals. The so-called hypertonic stomach 
may exist in people who have lost much weight 
and whose abdominal muscles have become weak. 
The only satisfactory explanation for the re- 
markable difference between the appearances of 
the so-called hypertonic and the so-called 
“dropped stomach” is to regard them as ana- 
tomical variations from the average normal 
length. Moody and his colleagues have shown 
that the high stomach occurs in 17 per cent of 
300 healthy young men examined by them and 
7 per cent of 300 healthy young women; and that 
the low stomach occurred in 3.6 per cent of the 
men and 15 per cent of the women. The stomach 
swings between that part of the cesophagus which 
passes through the diaphragm and the descend- 
ing retroperitoneal portion of the duodenum. If 
it is short the stomach assumes the diagonal or 
almost horizontal position; if it is long it assumes 
the vertical position with the steeply ascending 
pyloric part of the so-called “‘dropped stomach.” 

All the earlier investigations on gastric secre- 
tion were carried out on patients suffering from 
disorders of the stomach. It is, therefore, not 
surprising that hyperchlorhydria was regarded as 
a pathological condition, sometimes secondary to 
gastric ulcer and sometimes primary. Achlor- 
hydria was also thought to be always pathological. 
Recently, it has been shown that both hyper- 
chlorhydria and achlorhydria are simply extreme 
variations from the average normal secretion, 
and are conditions compatible with good health, 
occurring respectively in about 10 and 4 per cent 
of healthy people. It is doubtful whether hyper- 
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chlorhydria is ever a secondary condition, though 
achlorhydria is a not uncommon result of gas- 
tritis. 

Hyperchlorhydria predisposes to duodenal ulcer 
but does not result from it. Its supposed asso- 
ciation with gastric ulcer is now known to be a 
myth. Campbell and Conybeare have shown 
that the short stomach is often associated with 
hyperchlorhydria, and occurs most commonly in 
the hypersthenic type of indigestion. The long 
stomach is generally associated with a normal or 
low gastric acidity. The hypersthenic diathesis 
must be regarded as the essential predisposing 
cause of duodenal ulcer. The motor and secre- 
tory signs are as obvious in early cases as in late 
ones, and they persist after the ulcer has healed. 
As the diathesis is frequently familial, duodenal 
ulcer also often occurs in more than one member 
of the family. The hyposthenic gastric diathesis 
probably bears a similar relation to gastric ulcer, 
as it is also familial. 

It might have been expected that the hyper- 
sthenic gastric diathesis would be associated with 
a tendency to hyperpiesia as both conditions 
occur in people of hypersthenic build; and that the 
hyposthenic diathesis would be associated with 
hypopiesia. However, the average systolic blood 
pressure would appear to be the same in both. 

Achylorhydria was found to be present in four 
out of the hundred normal students examined by 
Bennett and Ryle, and would appear to be due 
to an inborn error of secretion, often consti- 
tutional and familial. It is remarkable how 
many people who are known to have had com- 
plete achlorhydria for many years, perhaps for 
all their lives, are apparently none the worse for 
it. Nevertheless, the absence of hydrochloric 
acid must predispose to infections derived from 
food or water, and possibly to streptococcal in- 
fection arising in the mouth or naso-pharynx 
which may be conveyed to and develop in the 
gall bladder or appendix. The only disease in 
which achlorhydria is always, or almost always, 
present is the syndrome of Addison’s anzemia, 
with subacute combined degeneration of the spinal 
cord, and Hunterian glossitis. The achlorhydria 
precedes the development of the disease; in many 
cases, digestive symptoms due to an achlorhydria 
have been present for many years. 

The knowledge that the three gastric diatheses 
described by Hurst predispose to certain diseases 
should make us watchful to recognize them before 
the latter have developed, so that advice that may 
lead to successful prophylaxis may be given. 
Important as the prevention and treatment of 
pyorrhoea, alveolaris and naso-pharyngeal sepsis 
are in everybody, they become doubly important 
in patients with achlorhydria When a patient 
recovers from Addison’s anemia, it is often said 
that his recovery is only apparent, and a relapse 
is inevitable. The truth is he has recovered 
from the disease, but not from the diathesis with 
its liabilities to renewed infection. 

In the course of the speaker’s address attention 
was also called to the importance of constitu- 





MISCELLANEOUS 


tional tendencies or diatheses in the development 
of gall stones, of diabetes, and of constitutional 
or familial characteristics in the reaction of the 
urine involving with it a special liability to the 
development of nephritis. The urine in some 
individuals tends to be continually more acid 
than the average; in others on similar diet and 
apparently under similar conditions the tendency 
appears to be more alkaline, and these tendencies 
will be exaggerated during periods of mental 
strain and overwork. It seems reasonable to 
advise patients whose urine shows such tendencies 
to counteract them by the employment of simple 
drugs such as the use of potassium citrate or the 
acid sodium phosphate. 


v 
ON THE EFFECTS OF RADIATIONS ON 
PATIENTS AND RADIOLOGISTS—THE 
MACKENZIE DAVIDSON LECTURE 


By Str Humpury Roiueston, Barr., K.C.B., 
M.D., D.Sc., D.C.L., LL.D. 


On June 30, 1927, Sir Humphry Rolleston, 
Bart., Regius Professor of Physics in the Uni- 
versity of Cambridge; President, British Insti- 
tute of Radiology, delivered the Mackenzie 
Davidson Lecture before the Roentgen Society 
and the Electro-therapeutic Section of the Royal 


Society of Medicine. His paper, slightly ab- 
ridged, appeared in the issue of the British Medi- 
cal Journal, dated July 2, 1927. 

In his introductory remarks he sounded a 
timely note of warning in reference to the danger 
of regarding the x-ray examination as a short cut 
to diagnosis, and slurring over or neglecting to 
make a thorough examination of the patient by 
other methods. Clinical teachers should set an 
example by investigating all other methods of 
ordinary examination before invoking the aid of 
radiology. 

He then pointed out and proceeded to discuss 
three important aspects of radiological work, 
namely: (1) the position of the radiologist in the 
medical profession; (2) the physical effects of 
radiation on patients; (3) the physical effects of 
long continued work in radiological departments 
on those thus engaged. 

Regarding the position of the radiologist in the 
profession, he emphasized the importance of col- 
laboration with the clinician. Clinicians and 
radiologists should be in constant touch and con- 
sult on equal terms. He also pointed out the 
value of the knowledge to be gained by the radi- 
ologist by following through his cases to operation 
and, should death occur, to the post mortem. 
Furthermore, he insisted on the necessity of the 
radiologists maintaining a high standard of effici- 
ency by the establishment of diplomas in radiolo- 
gy such as have now been instituted at Cam- 
bridge, Liverpool, and Edinburgh, where means 
have been established for securing a thorough ed- 
ucation and training for future radiologists. He 
referred briefly to the advantages secured by the 
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establishment of the British Institute of Radi- 
ology, incorporated lately with the Roentgen 
Society, where all persons interested in radiology 
—medical men, physicists, technicians, and manu- 
facturers—can meet on common ground; where 
teaching can be centralized, and research facili- 
tated; and where a library of books of reference, 
periodicals and films, is available. He also re- 
ferred to the possible spread of specialism among 
radiologists in large cities, whereby the radiologi- 
cal aspects of dental, urological, neurological, and 
other special subjects become the life-work of 
certain men. This may prove an advantage as 
it will provide opportunities for intensive study, 
and the accumulation of more accurate know- 
ledge. 

The physical effect of radiations on patients was 
the next subject discussed by Sir Humphry. 
These effects are usually acute, and are either in 
the nature of local reactions, z.e., burns and 
epilations, or in the form of acute constitutional 
symptoms. Patients repeatedly exposed, may 
become gravely anemic, and it is often difficult 
to decide whether this is the result of radiation, 
or of the disease itself. The comparatively mild 
symptoms resembling sea-sickness, are generally 
ascribed to the effects of noxious gases in ill venti- 
lated x-ray rooms—but may be the minor results of 
processes responsible for the more grave manifes- 
tations. Several theories are mentioned regarding 
the causes of the more serious effects with delayed 
onset seen after the application of massive doses. 
It would appear that bacterial invasion and in- 
testinal intoxication due to destruction of the 
intestinal mucosa, following the administration 
of large doses to the abdomen, does not explain 
the condition satisfactorily, for similar symptoms 
will follow extensive cell destruction due to mas- 
sive doses, in other parts of the body. Nor does 
anaphylaxis explain the condition, for acute 
symptoms may follow a first irradiation. 

Beneficial effects of irradiation on ovarian dis- 
orders have been ascribed to a stimulating influ- 
ence, but recent investigations would indicate 
that it is due to a compensatory regeneration. 
The conclusion has been arrived at by Desjardins 
that any apparent stimulating effect is only 
temporary, and is invariably followed by more or 
less pronounced deterioration. 

It has been stated that small doses of irradia- 
tion stimulate malignant growths to greater 
activity. This view has received support clini- 
cally by the occasional occurrence of cases show- 
ing more rapid growth after radiation. However, 
as Ewing pointed out, increase in size of the 
tumour after radiation may be due to factors 
other than an increased activity of the malig- 
nant cells, such as vascular engorgement, infec- 
tion, or serous and hemorrhagic infiltration. 
Increased proliferation of the neoplastic cells as 
a result of direct stimulation by radiations ap- 
pears from numerous observations to be im- 
probable. It is reasonable to believe that the 


damage done to the surrounding stroma by radia- 
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tion whereby their defensive powers are inhibited, 
may explain the increased spread of a growth 
after irradiation. The conclusion, however, has 
been reached that there is no convincing evidence 
in favour of the view that small doses of radia- 
tion directly stimulate neoplastic cells to more 
active growth. 

The physical effects of long continued work in 
radiological departments on those thus engaged 
is a matter of considerable interest. Trouble 
commenced early. The x-rays were discovered 
in December, 1895. In March, 1896, two work- 
ers reported conjunctivitis as the result of several 
hours’ exposure. Skin lesions were noticed in 
others during the same year, and in 1897 cases 
with constitutional symptoms were observed. 
By 1911, 54 fatal cases of cancer had been traced 
to radiations, and in 1922 Ledoux-Lebard esti- 
mated that 100 radiographers had paid this 
penalty. Furthermore, the production of ster- 
ility by exposure to x-rays is now fully recog- 
nized. 

Anemia, leucopenia and lymphopenia are 
the commonest blood conditions found in x-ray 
and radium workers. Early recognition will pre- 
vent further progress towards grave aplastic 
anemia. The leucopenia immediately follow- 
ing irradiation is due to the destruction of leuco- 
cytes in the circulation, whereas a prolonged 
leucopenia is the result of injury to the hemo- 
poietic tissues. The two grave blood disorders 
seen in persons long exposed to radio-active sub- 
stances are acute aplastic anemia and leukemia. 

The occurrence of gastro-intestinal conditions 
such as ulcer and malignant diseases in radiolo- 
gists of long experience, naturally arouses the 
suspicion that there may be more here than mere 
coincidence. However, it is possible that these 


conditions occur with the same relative frequency 
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among members of the medical profession who 
are not radiologists. 

As a result of the long list of deaths and mutila- 
tions occurring among pioneers, advice was 
urgently needed on how to render the practice 
of radiology safe for those constantly engaged 
in this branch of the profession. Accordingly, 
in April, 1921, a committee consisting of physi- 
cists and radiologists was nominated by various 
interested scientific societies, which committee 
issued its recommendations in July, 1921, and a 
second revised report in December, 1923. On 
February 1, 1924, the Home Secretary issued an 
order extending the scope of the Workmen’s 
Compensation Act to include radio-dermatitis, 
which thus becomgs one of the industrial diseases 
scheduled as entitling to compensation. 

The lecturer had a few remarks to make about 
idiosyncrasy. True idiosyncrasy must be very 
rare. Mackee, who defines it as a severe reac- 
tion to a very small dose—one-quarter to one- 
sixteenth of the skin unit dose—has not seen an 
example in twenty years’ work. An undesirable 
reaction is more likely to be due to excessive ex- 
posure than to true idiosyncrasy. It is true that 
certain types of individuals (blondes), may be 
unduly sensitive to radiations and conversely, 
other types (brunettes), may be less sensitive. 
Moreover, by previous radiation to a given area, 
super-sensitiveness subsequently may be acquired 
for that area, but this should not be regarded as 
idiosyncrasy. 

Sir Humphry concludes his paper by referring 
to the future of radiology, and expresses the ex- 
pectation that future progress will be in the 
direction of biological physics. Just as the struc- 
ture of the atom has been revealed by the use of 
the x-rays, so it is hoped that assistance may be 
rendered by them in elucidating the activities of 
the living cell. W. A. WILKINS 


Men and Books 


RICHARD BRIGHT 


The centenary now being celebrated in the 
name of Richard Bright is neither that of his 
birth nor his death, for he was born in 1789 
and died 70 years later in 1858. What is com- 
memorated is the centenary of the publication 
in 1827 of the first volume of Reports on 
Medical Cases, containing an account of the ob- 
servations which gave to the medical profession 
a clear understanding of chronic nephritis. 

It is hard to think of any other instance in 
medical history which illustrates more strikingly 
how men may be elose to the discovery of an 
important truth for a long time before it be- 
comes clear to them; for it had been realized 
for many years that albuminuria occurred in 


eases of dropsy, and eases of convulsions had 
been reported in which the kidneys were found 
to be small and granular after death. But it 
was Bright alone who took these isolated facts 
and by the mental chemistry of which he was 
so much the master combined them into the salt 
of a new truth. He, as had others before him, 
noted that in dropsy the urine coagulated with 
heat—an old iron spoon and spirit lamp were 
often his only apparatus—but he also made it 
his practice to follow up his cases at post 
mortem and examine carefully the condition of 
the kidneys. 

The commemorative writings on Bright this 
year remind us, however, that his work covered 
wide fields of research. He had from his 
earliest days shown a vigour of intellect and a 
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diversity of interests which kept him free from 
the shackles of specialism. In his student days 
he accompanied an expedition to Iceland, and 
described its botany and zoology, and his in- 
terest in these subjects was kept up in later 
years by lectures and further writings. He 
travelled again soon after beginning to practice 
in London. This time he went through 
Yermany, Austria and Hungary, and his ac- 
count of his trip was published in 1818. The 
book is described as being full of information 
on these countries, at a period of history of 
special interest, but it is more valuable to us in 
revealing a great deal of Bright’s personality. 
His stay in Vienna coincided with the days of 
the great Peace Congress and its procession of 
entertainments, receptions, court balls and 
eeremonials, concerning which he reports the 
epigram of one wit, le congrés danse, mais il 
n’avance pas. 

It was therefore on a solid foundation of 
general education that Bright started on his 
professional career in London at the beginning 
of which he received the appointment at Guy’s 
Hospital which gave him the opportunity for 
his best work—work which he looked back upon 
with regret when in later years the press of con- 
sultations kept him from his wards. Here he 
had the wealth of material which he knew so 
well how to handle. All diseases came alike to 
his observing mind, and he himself seems to 
have attached no more importance to his ob- 
servations on chronic nephritis than to his 
description of abdominal tumours, of acute 
yellow atrophy of the liver; of the heart 
murmurs in chorea; of unilateral convulsions 
without loss of consciousness, and of the presence 
of small echinococci on the interior of hydatid 
cysts. He was the first to make descriptions 
of these and many other conditions, and they 
took their place as authoritative in a period 
when original descriptions came thick and fast 
from such men as Laenneec, Bretonneau, Addison, 
Parkinson, and a host of others. Sir Clifford 
Allbutt uses pardonable hyperbole in speaking 
of the ‘‘spacious times of Bright and Addison.’’ 

Bright did his best to impart his gifts to his 
students, and the following extract from an 
introductory address to his class will give some 
idea not only of his method, but of the command 
of language which so greatly heightened the 
value of his descriptions. 


‘*By the eye you will learn much; many diseases 
have the most distinct physiognomy. The sunk and 
shrivelled features derived from the long continued 
disease of the abdominal viscera, the white and bloated 
countenance often attendant on changes in the functions 
or structure of the kidney, the sallow and puffy cheeks 
of the liver diseased from habitual intemperance, the 
squalid and mottled complexion of the cachexia de- 
pendent upon the united effects of mereury and 
syphilis, the pallid face of hemorrhage, the waxen hue 
of amenorrhea, the dingy whiteness of malignant 
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disease, the vacant lassitude of fever, the purple cheek 
of pneumonia, the bright flush of phthisis, the contracted 
features and corrugated brow of tetanus—all these 
shades of countenance, and very many more which I 
might enumerate, with all their varieties of combina- 
tion, are distinetly recognized by the experienced eye.’’ 


The cause of his own death was an unusual 
condition of ossification of the aortic valve with 
consequent narrowing of the artery to almost 
complete closure. He was aware that he had 
valvular trouble and*he seems to have had 
several anginal seizures, but he allowed only 
one examination of himself to be made, and 
that was of the most cursory nature. He put 
much faith apparently in medicines, of which 
he took considerable quantities. There was no 
sign of any other arterial degeneration, and his 
kidneys were normal. 

Dr. Thayer has drawn a fine parallel between 
Laennee and Bright, and points out how little 
the methods of such men have been improved 
upon by our modern refinements of diagnosis. 
All our technique, ‘‘new and precious as it is, 
can only supplement, not supplant, the simple 
basic methods of observation and physical ex- 
amination. We must not forget that a thorough 
training in the fundamental art of physical 
exploration is as vital as ever, that the necessary 
period of experience spent at the bedside of the 
patient has not been shortened by a day.’’ 

Bright by some writers has been referred to 
as not a ‘‘brilliant’’? man. He had, however, the 
qualities of versatility, rare powers of observa- 
tion, and was an accomplished artist and 
linguist, but the quality which brought these 
gifts to their full and memorable fruition was 
his love and search for truth, and his stead- 
fastness of purpose. His personality was 
attractive, and he would go out of his way to 
give credit to’ colleagues for work done under 
his direction. To quote from yet another appre- 
ciation, ‘‘it must be but rarely that any pro- 
fession is adorned by such a man.’” 

H. E. MacDErMoT 
REFERENCES 


1. Brit. M. J., July, 16, 1927, p. 87. 
2. Ibid., Editorial. 


THE STORY OF THE RED CROSS 


Many people charitably inclined and anxious 
to be of service to their fellows, either by deed 
or alms, have the most hazy ideas as to what the 


Red Cross Society is and what it does. These 
will find the necessary enlightenment in Sir 
James Magill’s very readable account of the 
development of the Society.* The practical 
founder of the Society was Mr. Henri Dunant, 


* The Red Cross. The Idea and its Development. 
By Sir James Magill, K.C.B., M.A., M.D., Hon. Or- 
ganising Secretary, British Red Cross Society. London: 
Cassell and Co. 1926. Pp. 144. ds. 
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a Swiss gentleman who happened to be present 
in a private capacity at the battle of Solferino 
in June, 1859, when French and _ Italians 
attacked Austrians who held a very strong posi- 
tion. Three hundred thousand men were 
engaged and the mass of wounded was so great 
that the existing medical services were totally 
inadequate to deal with them. In 1862 Mr. 
Dunant published a book called ‘‘Un Souvenir 
de Solferino,’’ the outcome of which was an 
International Conference held at Geneva. From 
this Conference sprang the Geneva Convention 
of 1864, which laid down the lines of treatment 
of the sick and wounded in war and of persons 
attending them—i.e., they were to be considered 
neutrals—that are followed to-day. How the 
Society grew in these islands, and how branches 
were founded throughout the world is detailed 
by Sir James Magill. The British Red Cross 
Society obtained a charter under King Edward 
VII, in 1908. A long and most interesting 
account of its activities and those of the Red 
Cross organizations of the Dominions, Colonies, 
Allies, and Neutral Powers during the Great 
War is given in Chapter IV, and it is worthy 
of note that in October, 1914, it was decided 
that the British Red Cross Society and the 
Order of St. John of Jerusalem should pool 
their resources and enter upon a working agree- 
ment with a view to economy and efficiency 
‘‘during the existing war and thereafter if the 
circumstances permit and require it.’’ In 1923 
the Central Joint V.A.D. Council issued a new 
scheme for V.A.D.’s, and certain details for this 
were laid down in Paragraph 17 of the General 
Regulations (July, 1925) but it is too soon at 
present to form any trustworthy estimate of 
how the scheme is working. Sir James Magill’s 
book should be read by everyone in the work of 
the Red Cross and its efforts on behalf of all 
sections of the community in need of its 
ministration. 





PRESERVING THE ENGLISH LANGUAGE 


The Royal Society of Literature, overseas, has 
arranged for a joint conference of linguistical 
experts to be held in London, to discuss the 
various problems connected with the usage of 
English on both sides of the Atlantic. Ap- 
parently the main purpose of this council is to 
consult upon what is and what is not to be con- 
sidered good English, and, if possible, to reach 
an understanding as to some of those disputed 
terms which have long been in vogue, but have 
not heretofore received the sanction and approval 
of the folk who claim to speak in cultured 
phrase. The subject is of importance to all who 
desire as far as possible to preserve intact the 
smooth eloquence, musical cadence, rich content, 
and purest accent of their mother tongue. No 





THE CANADIAN MEDICAL ASSOCIATION JOURNAL 






language is fixed. It cannot be a static struc- 
ture. Just because it is subject to the laws of 
natural growth, insofar as any language is 
vigorous and vital, it must ever extend its 
vocabulary and incorporate new words, the 
while old terms become discarded types, or, if 
in use, continually change their meaning. 
Nobody can doubt that the English language is 
a composite growth, the product of slow 
centuries of gradual development, and with con- 
tributions from a melange of tongues and 
dialects which were once deemed quite foreign, 
but by usage have become an integral portion 
of its fabric. There is a purism which, in 
striving to maintain the integrity of language, 
tends to stifle its growth. On the other hand, 
language in these days is often so interlarded 
with coarse slang, and words used in such loose, 
corrupt style that they are void alike of clear 
thought or proper sense. The ideas inhering in 
familiar words are mauled beyond all semblance 
of their true significance and intent. The 
English language is a noble heritage. Surely 
if language is the dress of thought, the index 
of culture, the ritual of the mind and the token 
of the man, all lovers of our mother tongue 
should capture their speech from the best models 
given us in the Bible and Shakespeare, in 
Bunyan and Fuller, in Wordsworth and Ruskin, 
in all those writers who have laboured to bring 
out its wealth of meaning and to preserve 
this great historic gift in its purity and mani- 
fold beauty. 


THE QUARTERLY CUMULATIVE INDEX 
MEDICUS 


The curse of recent medicine is the gigantic, 
senseless proliferation and prolixity of its 
periodical literature. It has been the despair 
of librarians, the enslaver of indexers, the night- 
mare of classifiers, the bugbear of editors, and, 
even in Dr. Fletcher’s time, was the occasion of 
his celebrated witticism: ‘‘The whole world is in 
a conspiracy against medical bibliographers.”’ 
It is a consequence of the self-determination 
mania which ‘‘infects the world’’ and the end 
is not yet, for there are as many ‘‘new’’ sciences 
as there are up-and-coming nations. Some day 
there may be minor Nobel prizes or prz 
Monthyon for those who decline to write unless 
they have something really new to say and who 
ean state their intention in titles of telegraphic 
brevity. 

In 1926, as stated, it was decided by the 
authorities of the three organizations concerned 
that the Index Medicus and the Quarterly 
Cumulative Index were 


This day to be conjoined 
In the estate of honorable marriage. 
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The natural consequence of lawful matrimony 
made its appearance within the statutory time, 
and it is no exaggeration to say that the young 
hopeful, in the words of our leading humorist, 
was ushered into the world ‘‘to the tune of 
sweet, soft music. There was no harsh bawling 
from below. There was duleet twittering from 
above.’’ Mayhap there was even ‘‘rejoicing in 
heaven,’’ for, with the retirement of the parents, 
there was to be one medical journal the less in 
the world. The Quarterly Cumulative Index 
Medicus represents, as stated, the culmination 
of an effort, long since contemplated, to save the 
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duplication of expense, labour and time con- 
sumed in the production of two large and costly 
periodicals covering much the same material. 
As combining the best resources available and as 
employing the most advanced and labour-saving 
methods of medical indexing, the new Index 
deserves, therefore, the hearty and unqualified 
support of the entire medical profession all over 
the world. May we auspicate its future in the 
ancient invocation, quod felix, bonum faus- 
tumque sit.—Fielding H. Garrison, J. Am. M. 
Ass., July 2, 1927. 


Correspondence 


London Letter 


(From our correspondent) 


The Centenary Season.—The Lister celebrations 
reached a conclusion on July 7th when Prof. 
Eiselsberg, of Vienna, the recipient of the Lister 
Medal for the year, delivered a lecture at the 
Royal College of Surgeons. 

The centenary of publication of the first volume 
of Bright’s ‘“‘ Reports of Medical Cases,”’ was held 
at Guy’s Hospital, July 8th. Prof. W. S. Thayer 
of the Johns Hopkins Hospital gave an oration 
on “Richard Bright: the Man and the Physi- 
cian.’”’ Inthe morning Prof. Aschoff, of Freiburg, 
gave a pathological demonstration, and Prof. 
Lemiérre, of Paris, held a clinic on selected cases. 
The Earl of Balfour presided at the Memo- 
rial Oration in the afternoon and referred in 
felicitous terms to Bright’s appreciations of the 
value of team work, now exemplified by the 
policy of the Medical Research Council. Bright 
was a member of the staff of Guy’s Hospital from 
1820 to 1843 when he had to retire on account of 
illness at the early age of 45. The amazing 
amount of clinical observation and scientific re- 
search he conducted during this time was well 
illustrated in Prof. Thayer’s address. 

Yet another centenary celebration held re- 
cently was that of University College, of which the 
foundation stone was laid in 1827. The King and 
Queen visited the College at the end of June and 
in the course of his address the Chairman of the 
College, Lord Chelmsford, referred to the work 
of the medical faculty which honoured the names 
of William Jenner, Robert Liston, Edmund 
Parkes, William Sharpey, Sidney Ringer and 
Ernest Starling. 

Proposed Post-Graduate School.—Some six years 
age Dr. Christopher Addison, then Minister of 
Health, appointed a committee to investigate 
the question of post-graduate education in Lon- 
don. Various recommendations were made and 
the London School of Hygiene and Tropical 


Medicine, generously helped by the Rockefeller 
Foundation, is being erected close to the new site 
of London University. The original Athlone 
Committee and the more recent committee pre- 
sided over by the present Minister of Health have 
been considering the wider question of post- 
graduate education in clinical medicine and sur- 
gery from time to time ever since. In the course 
of his statement on the “estimates” for the 
Ministry of Health the other day, Mr. Neville 
Chamberlain sprung what was almost a surprise 
on the medical profession in London by announc- 
ing not only that a post-graduate school was going 
to be established, but also that the West London 
Hospital had been selected for the nucleus of this 
new school. The administrative and financial 
details of the scheme are not yet decided upon 
and it is, perhaps, too early to advance criticisms. 
The school will have to cater for general practi- 
tioners requiring a “brush up,” colonial and 
foreign visitors interested in specialties, service- 
men working for promotion, etc., and it is obvious 
that the new centre, whether it be established at 
the proposed hospital in Hammersmith, a few 
miles west of the new University site, or else- 
where, will have to supply numerous and varied 
demands. Further developments are awaited 
with interest. 

The Great Bread War.—The controversy on 
brown bread versus white which is at present 
supplying the papers with a good topic for the 
beginning of the silly season has great interest 
and represents much that is not apparent on the 
surface. The New Health Society was founded 
some time ago by Sir Arbuthnot Lane to preach 
health as a positive doctrine and not as a dreary 
alternative to disease. No one can say that the 
programme mapped out by the Society was dull, 
but it has been the feeling of moderate minded 
men that if the public is to be taught health in 
a popular way, it must not be stuffed with fads 
which have not the backing of at least a majority 
of the medical profession. The New Health 
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Society urged the use of wholemeal flour and the 
bakers replied with a questionnaire to doctors on 
the subject; as a result of the answers received 
they decided to conduct propaganda in favour of 
a white loaf. The Society replied in a book writ- 
ten by Mrs. Hornibrook attacking the bakers’ 
claims in no uncertain terms. Sir Thomas 
Horder took a hand in the game, and in the Mac- 
Alister Lecture to the London Clinical Society on 
“Diet and Dietists”’ he delivered an attack on 
faddists, pleaded for a consideration of the psy- 
chological aspect of diet, and dealt with the allega- 
tions that white bread does not contain sufficient 
vitamin B. Certain physiologists and dietetians 
have written in support of Sir Thomas Horder’s 
arguments and, of course, he has been attacked 
by the other school for his statements. The man 
in the street may well be bewildered by the divi- 
sion of opinion, but there is doubt as to which 
side carries most appeal to common-sense. In- 
deed, Sir Thomas pleads for a health society to 
be called the ‘Society of Common Sense’’ to 
spread a less confusing and more comforting 
doctrine than that supported by current news- 
paper teaching. The controversy has its hu- 
morous side, no doubt, but it touches deeply the 
wider issue, already mentioned in these letters, 
on the whole question of medical propaganda in 
the lay press. 
ALAN MONCRIEFF. 


London, August 1927. 


Letter from Paris 
Post Graduate Teaching 


It is an interesting observation that while the 
Latin races, and the near East, consider Paris the 
centre of civilization, the Teutonics think of it 
as the centre of women’s fashion. As a centre of 
science, especially of medical science, it is rarely 
considered. Canadian students of the English 
tongue are all familiar with Widal’s test and 
Babinski’s sign, but they rarely ascribe their 
authors to France (perhaps because there is no 
W in the French alphabet), and there are a sur- 
prising number of respected Canadian practi- 
tioners, who are unaware, that these two men are 
still active spirits in the medical science of France. 
At the present moment there is considerable 
thought in the higher medical centres of France 
of adopting means to consolidate and strengthen 
scientific relations with Canada; even to the ex- 
tent of making a reservation of a definite number 
of internships for Canadian graduate students. 
A short statement of the medical situation in 
Paris, for the Canadian reader is therefore par- 
ticularly d@ propos. 

The Faculty of Medicine of the University of 
Paris has an official registration for the year 
1926-27 of 5,464 students, of whom about 20 
per cent are foreigners. The course consists of 
one preparatory year in science, and five years in 
the study of medicine. All students are required, 
from the first year, on through the course to 
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spend the entire morning of every day in the 
wards of one of the official hospitals. At the 
end of the first year of studies they may try the 
examinations held annually for the choosing of 
externes, (Concours d’Externat) and, after two 
years’ service, the externes may present their 
candidature for the examinations for the choice 
of internes (Concours d’Internat). An interne’s 
service lasts four years, and therefore will con- 
tinue for two years after his graduation. Like 
the university, the hospitals under the French 
system give the clinic the prominence. In them 
the organization of the services, is eloquent of the 
national character, and recalls the ‘‘ chateau fort”’ 
with its “‘vilain’”’ population. There is not the 
centralized department of pathology, chemistry 
or bacteriology that one finds in a Canadian hos- 
pital. Rather are these services ‘“‘centralized”’ 
about the clinic; and the chief of the clinical ser- 
vice, medical, surgical, or obstetrical, controls 
the services of his particular pathologist, chemist, 
bacteriologist, and frequently radiologist. In the 
wards, one naturally finds diseases grouped, ac- 
cording to the specialty of the institution or ser- 
vice. The best example of this is l’hépital 
St. Louis, where over 800 beds are reserved for 
diseases of the skin only. Whereas chiefs of ser- 
vice in Canada are rarely found in the outpatient 
department, one regularly finds in Paris the best 
brains at work in the Dispensaire, and frequently 
in the least pretentious institutions. The excel- 
lent material, seen only in this branch of hospital 
work, is most carefully used, and one may see in 
a single morning from twenty to one hundred and 
fifty cases of types of disease similar to the types 
he will meet with in his future office clientele, ex- 
amined, discussed and treated by the best special- 
ists of the institution. 

A foreign doctor in Paris, (and it should be 
emphasized that Canadians are particularly well 
received) may profit by this clinical material in 
one of two ways. Asan Etudiant Libre he has the 
right, merely on presentation of his card, to ex- 
amine patients in the public wards in the morn- 
ing, and to be present at the bedside clinic during 
the university session. As an Assistant Etranger 
he is invested with the official garb of the interne, 
and besides the above mentioned privileges may 
spend during his service of from three months to 
one year, definite periods in the laboratories, and 
may also profit by the private instruction of the 
chief to his stagiazres (externes and internes). In 
some hospitals special facilities are prepared for 
students of foreign languages, and beginning with 
the university year 1927-28 regular clinics are 
to be given in English, on a basis more or less 
competitive with those at present given in 
Vienna. The benefits thus obtainable, however, 
are not to be compared with those awaiting the 
student who understands French. During the 
year a series of short courses are given by lead- 
ing members of the faculty, on subjects covering 
the entire field of medicine. They consist of 
theoretical and practical observations in a chosen 
topic or specialty. They last generally one 
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month, and for them there is an average charge 
of 250 franes; all other clinic and hospital privil- 
eges are free. A programme of these courses is 
issued annually in a folder cours complementaires 
et de perfectionnement. 

For the assistance of the foreign doctor there 
exists the Bureau des Relations Medicales avec 
l’Etranger (Salle Beclard), at the faculty, where 
all information is cordially given, and where let- 
ters of introduction to any of the professors may 
be obtained if desired. Two publications also 
exist, La Presse Medicale, (bi-weekly), and La 
Semaine des Hépitaux de Paris, (bi-monthly), in 
which appears a complete list of ali clinics, lec- 
tures and demonstrations during the ensuing 
week, or weeks. These publications are obtain- 
able from A. Malone & Cie. near the medical 
building, and at other medical agents. 

While France partakes of the general world 
wide confusion of specialization, she still retains 
many of the Hippocratic principles which have 
been forgotten in other countries, and it is still 
possible to find here a rare example of the old 
clinician for whom the late Sir James Mackenzie 
so eloquently called. 

Mitton Situs Lioyp. 

Paris, July 26, 1927. 


LETTER FROM VIENNA 
(Abstract From Letter of a Canadian Physician) 


We arrived in Vienna immediately after the 
days of recent rioting. My first impression of 
the city was that it was old, dull, and poverty 
stricken, but closer acquaintance made me alter 
that opinion, for the people though poor were 
very kind and appreciative. The city has many 
fine streets, and its publie buildings are beau- 
tiful and appear most interesting. The office 
of the American Association for visiting physi- 
cians is situated in a cafe within a few minutes 
walk of several of the hospital buildings, and 
is the rendezvous of all visiting doctors. At 
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any hour of the day one is sure to meet there 
visiting doctors who are interested in courses 
in all probability, similar to those one is seek- 
ing for oneself. Very probably also one may 
met friends from home. We were fortunate 
enough to meet four McGill men who were of 
great assistance to us in helping us to get what 
we were wanting. Notice boards abound with 
advertisements of many possible courses, but 
the only way to get started without delay is 
to go and see the desired professor yourself 
and arrange if possible for a course, and then 
obtain two or three others who will join with 
you and take the same course. Courses in path- 
ology, histology and embryology appear to be 
among the best; at any rate in the department 
of gynecology. Cadaver work is excellent, but 
unless one takes it at one of the less central 
hospitals there is always difficulty in obtaining 
material. Practical courses in gynecology and 
obstetrics were for the most part only suitable 
for beginners, but the operating rooms were at 
all times open to visitors. They have very little 
radium, so all theiy carcinoma eases have to be 
treated surgically. One can see four or five 
Wertheim or Schauta hysterectomies in as many 
days. Of all the specialties, the courses for 
diseases of the nose and throat have the best 
reputation. One course which deserves special 
mention is the one on general pathology given 
by Professor Erdheim. Although given in Ger- 
man at a hospital about five miles distant from 
the rooms of the American Club it appeared to 
be the most popular course of all. 

From Vienna we went to Stockholm, the 
Venice of the North. We found the professors 
here very anxious to show their work and to 
answer questions. They open their hospitals 
wide to strangers and in many eases entertain 
them socially as well. Our visit here was very 
profitable. 

Aug. 13, 1927. 


Hssociation Wotes 


THE RIGHTS OF CONSULTANTS TO 
COLLECT FEES 


_ A judgment recently handed down by the 
Appeal Court of British Columbia is of interest 
to the whole profession, and the case is here 
cited in abstract. 


A physician attending a married woman in 
hospital calls in a surgical consultant. An opera- 
tion is performed for which purpose the patient 
is moved to another hospital. The surgeon 
renders the account direct to patient’s husband 


and, after unsuccessful attempts at collection 
over a period of fifteen months, brings suit. 

The patient’s husband denies responsibility, 
stating that neither he nor his wife requested 
the assistance of the consultant nor were they 
informed that it was lhe who was to perform the 
operation. 

In the County Court of Vancouver, the judge 
rendered a decision in favour of the defendant, 
dismissing plaintiff’s action for the following 
reason: ‘‘The point is whether, when one physi- 
cian calls in another without the clear authority 
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of the patient, the patient is liable for the 
second physician’s fee. I think he is not.’’ 

With the assistance of the British Columbia 
Medical Association, the case was carried to 
appeal, with the result that the judgment of the 
County Court Judge was reversed, with costs of 
both courts taxed against the defendant. 

The lesson of this case to the members of the 
Association and to the profession at large is, in 
effect, that meticulous care must be exercised in 
all our relations with our patients and with 
each other. The laws of the land and the 
rights of the public must be recognized not only 
in spirit, but in the letter. If we assume that 
whatever is, in our judgment, the best for the 
patient, is necessarily in accordance with the 
law, we will be prone to run into trouble. 

In some provinees, the husband has supreme 
authority over the wife, and no operation can be 
performed upon the latter without the expressed 
consent of the former. The law in this respect 
does not even recognize emergencies, but the 
Courts have been lenient when action has been 
taken in such circumstances. 

Know the law, govern your actions accord- 
ingly, and you will be safe from intrigues and 
entanglements. 

T. C. Routiey, 


General Secretary. 


PROGRESS REPORT OF THE OSLER 
MEMORIAL COMMITTEE 


A meeting of the Osler Memorial Committee 
was held in Hamilton, July 28th. At this meet- 
ing the local nucleus was slightly enlarged, and 
it was decided to invite the corresponding mem- 
bers to continue to act until the organization 
of Provincial Units was more completely under 
way. This is carrying out the intention of the 
Annual Report, in which it was suggested, that 


Since 1917 the United States Army has vae- 
cinated approximately 4,700,000 members of its 
personnel; the United States Navy has vac- 
cinated approximately 950,000 members of its 
personnel; and of these 5,650,000 persons, not 
one of them ever developed syphilis as a result 
of vaccination. In not one of them was there 
ever any suspicion of syphilis in connection 
with vaccination. During this same period, the 
United States Public Health Service has also 
vaccinated 2,918,748 persons in earrying out 
its quarantine, immigration and hospital work. 
While the service has not always had the op- 
portunity of following up these vaccinations, 
as is carefully done in the army and navy, no 
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the collection of funds from each province be 
largely left in the hands of the Provincial 
Unit. This will be supplemented during the 
autumn by a direct appeal, which will be made 
to every member of the profession in active 
practice, in Canada. In making this appeal 
copies of the annual and supplementary reports 
will be supplied, giving as they do an outline 
of the proposed memorial. 

Interesting correspondence from various 
parts of Canada was presented, which indicate 
that already there has been created a wide in- 
terest and considerable enthusiasm. Through 
these and previous correspondence, the Com- 
mittee has no doubt but the proposal for the 
memorial will meet with a hearty response. 
The Committee also feels that the campaign in 
itself will renew an interest in Osler’s life and 
works, and that the effect of the campaign will 
be far more propitious and lasting than a mere 
collection of funds. 

Pledges to the amount of $1,500.00 have been 
received, more than half of which is already 
paid. 


LISTER MEMORIAL CLUB 


Subscriptions amounting to $105.00 have been 
received from the New Brunswick Medical So- 
ciety, and an additional $50.00 from Dr. F. L. M. 
Grassett, Toronto. This brings the total sub- 
scriptions to $5,076.00; the objective of the fund 
was $5,000.00. A complete list of subscriptions 
by provinces is herewith published. 


British Columbia........ 
Manitoba 

New Brunswick 

Nova Scotia 


490.00 
105.00 
300 .00 
1,831.00 
Prince Edward Island 
Quebec 
Saskatchewan........... 
$5,076 .00 


one has ever alleged that any particular indi- 
vidual vaccinated by the Public Health Service 
has contracted syphilis as a result of vaccina- 
tion. During the past ten years more than 2,- 
000,000 persons, ineluding school children, have 
been vaccinated by state and local health 
authorities in co-operation with the United 
States Public Health Service, making a grand 
total of 10,568,748 vaccinations recorded by the 
government medical services, and not one of 
the undersigned ‘has ever received an allega- 
tion or a statement charging that any partic- 
ular individual of this number has contracted 
syphilis as a result of vaccination. — Science, 
April 15, 1927. 





REPORTS OF 


SOCIETIES 


Reports of Societies 


PRINCE EDWARD ISLAND MEDICAL 
ASSOCIATION 


The annual meeting of the Prince Edward 
Island Medical Association was held in Charlotte- 
town on July 13th with the president Dr. J. D. 
McGuigan in the chair. The attendance was 
the largest in its history, and after the usual rou- 
tine business was disposed of, the following officers 
were elected for the ensuing year: 


President.—Dr. J. C. Houston, Charlottetown. 


Vice-Presidents.—Dr. E. J. Keir, Dr. R. F. Seaman, 
and Dr. R. J. Macdonald. 


Secretary.—Dr. D. F. Dewar, Charlottetown. 
Treasurer.—Dr. I. J. Yeo, Charlottetown. 


Executive Committee—Drs. P. M. McIntyre, W. J. 
MeMillan and J. F. MeNeill. 


Auditors.—Drs. J. W. McKenzie and G. L. Smith. 


Provincial Medical Council—Drs. Warburton, Mc- 
Millan, Lawton, Dewar, Yeo, S. R. Jenkins, and McNeill. 


Medical Council of Canada.—Drs. Warburton, Law- 
ton, Seaman, Houston and Dewar. 


Dr. 8. R. Jenkins, who has been elected Presi- 
dent of the Canadian Medical Association, was 
present and addressed the Society, outlining the 
strenuous work which is ahead of the medical men 
of the Province preparatory to the Canadian 
Medical Association meeting in Charlottetown in 
1928. At the close of his address the following 
Committees were appointed to make all arrange- 
ments for the Canadian Medical Association 
meeting :— 


General Committee.—President, Dr. W. J. McMillan; 
Secretary, Dr. I. J. Yeo. Drs. S. R. Jenkins, Warburton, 
Dewar, McPhee, McLauchlin, with one member from New 
Brunswick, and one from Nova Scotia, not yet named. 


The following sub-committees were appointed :— 

Committee on Arrangements—The General Com- 
mittee 

Committee on Programmes.—Drs. Dewar, Warburton 
and McPhee. 

Committee on Exhibits—Drs. Houston, Smith, R. 
Murchieson, and E. A. Foster, druggist. 

Committee on Entertainments.—Drs. Tidmarsh, Mc- 
Guigie, Lawton, Goodwill and Simpson. Ladies. — Mrs. 
S. R. Jenkins and wives of the medical men. 

Committee on Transportation —Drs. H. D. Johnson, 
McKenzie and Smith. 

. Committee on Finance.-—Drs. Warburton, McNeill and 
eo. 

Committee on Registration.—Drs. Seaman, Ledwell and 
Sinclair. 

Committee on Hotels and Housing.—Drs. J. 8. Jenkins, 
Archibald, Dewar, J. C. Macdonald and MacMillan. 


Committee on Publicity—Drs. McGuigan, McKenzie 
and Dewar. 


With such strong Committees very carefully 
selected, it is expected that suitable arrangements 
wilt be made for the meeting of 1928 at Charlotte- 


town. Medical men from every part of Canada 


should not miss the opportunity in 1928 of visiting 
Prince Edward Island—the little sister of Corfed- 
eration. 

At the afternoon session, the question of doc- 
tors’ certificates for alcoholic stimulants pro- 
voked keen discussion. A resolution apparently 
suitable to everybody was finally adopted, as 
well as the appointment of a committee to con- 
fer with the incoming government with a view 
to a satisfactory solution of this vexed problem. 


The presidential address by Dr. J. D. McGuigan 
was of a very high standard. The extra mural 
course of lectures, the Canadian Medical Associa- 
tion meeting next year and the Lord Lister Cen- 
tennial were touched on. The wonderful ad- 
vance in medical science in the last quarter of a 
century makes it imperative that physicians ob- 
tain good medical literature, that they attend 
medical meetings and visit medical centres as 
often as possible. He paid a high tribute to the 
Canadian Medical Association Journal and ad- 
vised all medical men in the provinces to become 
members of the parent Association. There was 
much favourable comment on the splendid ad- 
dress, and it was unanimously recommended that 
it be published in the Journal. 

A case report by Dr. J. A. McPhee, of Summer- 
side, on metastases in the bones of the sacrum, 
upper end of the humerus and bones of the skull 
following an operation for cancer of the breast, 
was presented. This very interesting paper with 
x-ray plates was very favourably received by the 
Society. 

Dr. R. F. Seaman, of Charlottetown, read an 
excellent paper on gall bladder conditions. He 
went fully into the anatomy and physiology of 
the gall bladder, described the process of the 
emptying of the organ, and gave several case re- 
ports with x-ray plates. This excellent paper, and 
case reports will likely appear in the Journal. 


Dr. R. E. Wodehouse, of Ottawa, made some 
very timely remarks on the work carried on by 
the Anti-Tuberculosis Society. He appealed to 
the medical profession in this province to do 
everything in its power to obtain better facilities 
for looking after victims of tuberculosis. Dr. 
S. R. Jenkins spoke of the menace to the com- 
munity of incurable cases, and, on motion, a 
committee of three was appointed to wait on 
the government with the object of raising funds 
for special beds in our hospitals for this class of 
patient. 

On the second day of the meeting post-graduate 
lectures were delivered by Dr. Duncan Graham 
of the University of Toronto; Dr. A. J. Grant, of 
London, Ontario, and Dr. A. D. Campbell, of 
Montreal. It is needless to say that these lec- 
tures were of a very high character and were 
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very much appreciated by the medical men pre- 
sent. The following is the programme :— 


TuHurspay, JuLY 14th, 10.00 a.m. 
Prince Epwarp IsLanp HospiTau 


10.00-10.45 Constipation, Dr. Duncan Graham, Chief 
of the Department of Medicine, Uni- 
versity of Toronto. 

Diseases of thesFemale Breast, Dr. A. J. 
Grant, Prof. of Surgery, Western Uni- 
versity Medical School, London, Ontario. 

The Female Pelvic Floor, its significance 
in Birth Trauma, Dr. A. D. Campbell, 
Montreal. 

Diagnosis and Treatment of Rheumatic 
Fever, Dr. Duncan Graham. 


10.45-11.30 


11.30-12.15 


12.15-1.00 


AFTERNOON SESSION 2.30 P.M. 
CHARLOTTETOWN jHosPITAL 


2.30-3.15 Manifestation and Treatment of Anzmia, 


Dr. Duncan Graham. 

Treatment of Gonorrhea in the Female, 
Dr. A. D. Campbell. 

Operative Treatment of Hemorrhoids and 


kindred conditions under local Anesthetic, 
Dr. A. J. Grant. 


3.15-4.00 


4.00-5.00 


This brought to a close one of the largest and 
most successful meetings in the history of the 
Society. 

G. F. Dewar 


THE ONTARIO MEPICAL ASSOCIATION, 
477TH ANNUAL MEETING 


The general features of the meeting are de- 
tailed in the supplement of this issue. Matters 
more particularly pertaining to the business 
meeting of the Ontario Medical Association are 
included in the report of the minutes of the 
Committee of General Purposes meeting on June 
14th, in the minutes of the meeting of the Board 
of Directors which took place on June 16th, and 
in the Agenda of the Nominating Committee 
which met on June 14th, after the session of 
the Committee on General Purposes. All meet- 
ings took place in Osler Hall at the Academy of 
Medicine and the thanks of the Association are 
due the Academy for the privilege so kindly 
extended. 


COMMITTEE ON GENERAL PuRPOSES, JUNE 14TH 


Dr. Weston Krupp, first Vice-President and 
acting President since the decease of Dr. Edgar 
Brandon, presiding. The following members of 
the committee were present. 


Doctors Weston Krupp, N. A. Powell, John Ferguson, 
W. K. Colbeck, Welland; John Sheahan, St. Catharines; 
F. C. Neal, G. Fraser, Peterborough; V. E. Henderson, 
Toronto; W. S. Lyman, Ottawa; T. Gibson, Kingston; 
Ward Woolner, Ayr; H. H. Argue, Mount Forest; J. C. 
Gillie, Fort William; J. M. Livingston, Waterloo; G. A. 
McLarty, Toronto; E. A. McQuade, Trenton; 8. J. Boyd, 
Newmarket; 8. W. Otton, Newmarket; F. J. H. Campbell, 
London; George Ramsay, A. J. Slack, A. Graham, London; 
F. C. Cleland, Toronto; M. H. V. Cameron, Toronto; O. A. 
Cannon, Hamilton; G. H. D. Farmer, Hamilton; W. O. 
Stevenson, Hamilton; A. I. Poisson, Windsor; F. F. 
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Zwick, Waterloo; A. J. McGanity, Kitchener; J. H. Mc- 
Connell, Toronto; N. B. Gwyn, Toronto; A. J. Grant, 
London; H. B. Anderson, Toronto; Malcolm Stalker, 
Walkerton; T. H. Sneath, Dromore; Harris McPhedran, 
Toronto; H. C. Wales, Toronto; F. W. Marlow, Toronto; 
B. N. Macaulay, Dunnville; F. J. Farley, Trenton; 
F. N. G. Starr, Toronto; Edmund King, Toronto; E. A. 
McDonald, Toronto; J. F. Argue, Ottawa; C. E. Cooper 
Cole, Toronto; D. King Smith, Toronto; J. H. Holbrook, 
Hamilton; C. D. Parfitt, Gravenhurst; Bruce Hopkins, 
Kingston; J. T. Bowman, London; G. Stewart Cameron, 
Peterborough; T. C. Routley, Toronto. 


The Committee on Necrology presented their 
report which was received with the members 
present standing. The following 23 members of 
the Association died during the year. 


. J. R. Anderson, Ailsa Craig 
. H. T. Arnall, Barrie 

. H. Arnott, Hamilton 

. W. D. M. Bell, Ottawa 

. Edgar Brandon, North Bay 
es Se. Bloomfield 

. W. R. Cook, Toronto 

. M. B. Dean, Fort William 
. John Dunfield, Petrolia 

. Robert Ferguson, London 

. George W. Graham, Toronto 
. W. H. Groves, Dixie 

. W. W. Hay, Wallaceburg 

. H. K. Hyndman, Exeter 

. J. A. Mitchell, Drumbo 

. 8S. McCallum, Thornbury 

. John McCulloch, Lindsay 

. T. 8S. McGillivray, Hamilton 
. A. P. Ovens, Newbury 

. J. N. Richards, Warkworth 
. G. Silverthorn, Toronto 

. W. E. Storey, Kemptville 

. J. A. Wilson, Guelph 


The report of the Board of Directors was 
presented and was considered in sections. The 
meeting listened with interest to Dr. Krupp’s 
details of the illness and death of Dr. Brandon. 
The reports dealing with district meetings, 
extra-mural education, committee zoning, coun- 
sellor districts, vice-counsellors and organization 
were approved. In connection with this latter 
section considerable discussion ensued with re- 
gard to the advisability of allowing doctors to 
become members of the Ontario Medical Asso- 
ciation without first becoming members of the 
local societies. It was pointed out by the 
secretary that the report of the Committee of 
Legislation as presented one year ago makes 
provision for the practitioner becoming a 
member of the Ontario Medical Association 
without becoming a member of his affiliated 
society provided the local society is agreeable. 
Certain difficulties and hardships which must be 
undergone under the present system by 
residents -of Toronto and East Toronto were 
brought up afresh in the course of the debate 
on organization. It was pointed out that to 
make membership of the Academy of Medicine 
an essential for admission to the Ontario Medical 
Association meant a much higher initial expense 
than would be imposed if an applicant went in 
through other societies elsewhere. It was also 
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pointed out ‘that the Academy of Medicine was 
after all a special organization like Academies 
of Medicine or Colleges of Physicians ard Sur- 
geons in other lands, and an institution which 
in time must more and more be looked upon as 
an Academy and Library rather than as a 
County Society. This being the case it was 
suggested that some method of procedure be 
instituted, a method which would resemble a 
County Society in its organization and that 
through this organization an applicant be ad- 
mitted to Ontario Medical Association member- 
ship. An organization of this sort would not 
pretend to hold scientific meetings unless this 
were found necessary but would exist in its 
early years, merely for the receiving into a 
society membership of applicants wishing to go 
further into the Provincial Association. The 
East Toronto difficulties would be easily solved 
in this way and the Academy of Medicine would 
be relieved of the responsibility of passing on 
fitness for membership, while it undoubtedly 
would mean a great deal to young graduates in 
the Torontos to be spared in their first few 
years the burden of the Academy membership 
fee. 

Free membership in the Ontario Medical 
Association was granted this year’s graduates in 
medicine, for one year, a proceeding which was 
instituted in 1926. It was pointed out by the 
secretary that forty-one of the local societies are 
active but that four have not held any meeting 
during the past year. The membership of the 
Association has rapidly inereased but figures 
still indicate that a distressingly large per- 
centage of medical men are associated with 
neither the Ontario Medical Association nor 
with the affiliated medical societies; there are 
4,000 doctors in Ontario, 2,261 belong to the 
medical societies while 1,925 only are members 
of the Ontario Medical Association. 


The report on legislation was presented; in 
this report is included the judgments handed 
down a few weeks ago by Mr. Justice Middleton, 
in which he found that the medical act of the 
Province of Ontario prohibits other than a 
licentiate of the College of Physicians and 
Surgeons calling himself doctor as an occupa- 
tional designation. 


The report of the Counsellors for the ten coun- 
sellor districts was presented, in all these reports 
it was evident that the enthusiasm as regards 
medical meetings has been well kept up: many 
excellent district meetings were held through 
the year and in some instances an unusual 
amount of energy must have been expended in 
arranging the very attractive programmes. As 
concerns moribund societies it was moved by 
Dr. Ferguson and seconded by Dr. Grant that 
the incoming Board of Directors instruct the 
Counsellors to report any affiliated society 
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which is not active and that these societies be 
recognized as being disbanded. 

The report of the honorary treasurer was pre- 
sented and accepted as was that of the auditor. 

The Committee on Credentials and Ethies re- 
ported through Dr. Wales that the new system 
for filmg was working admirably and further, 
that no serious matters pertaining to breach of 
ethics had been referred to them during the 
year. 

The report of the Committee on Legislation 
and By-laws was presented by Dr. John Fer- 
guson. Two important details were presented 
in this report: one, the liquor control act; two, 
the discussion re osteopaths and chiropractors. 
These are given hereunder: 


IlI.—Tuer Liquor Controt Act AND THE 
MEDICAL PROFESSION 


The following Sections in the Liquor Control Act are 
of distinct interest and importance, so far as the medical 
profession is concerned :— 


1, Any physician who is lawfully and regularly en- 
gaged in the practice of his profession in the Province of 
Ontario and who deems liquor necessary for the health of 
a patient of his whom he has seen or visited professionally 
may give to such patient a prescription therefor in the 
prescribed form, signed by the physician and addressed to 

a vendor, or the physician may administer the liquor to 
the patient for which purpose the physician shall admini- 
ster only such liquor as was purchased by him under 
special permit pursuant to this Act and he may give to 
any such patient a prescription for liquor not exceeding 
six ounces, and supply or sell subject to the regulations, 
the said liquor to his patient, and may charge for the 
liquor so administered or sold, but no prescription shall be 
given nor shall liquor be administered or sold by a physi- 
cian except to a bona tide patient in cases of actual need, 
and when in the judgment of the physician the use of 
liquor as medicine in the quantity prescribed administered 
or sold is necessary. 


2. Every physician who gives any prescription or 
administers or sells any liquor in evasion or violation of 
this Act, or who gives to or writes for any person a pre- 
scription for or including liquor for the purpose of enabling 
or assisting any person to evade any of the provisions of 
this Act, or for the purpose of enabling or assisting any 
person to obtain liquor to be used as a beverage, or to be 
sold or disposed of in any manner in violation of the pro- 
visions of this Act, shall be guilty of an offence against this 
Act. 

A vendor may upon the prescription of a physician 
sell and supply for strictly uadiiinal purposes, 

(a) Beer in quantities not exceeding one dozen bottles, 

containing not more than three half-pints each or 
a quantity equivalent thereto at any one time; 

(b) Wines and distilled liquor not exceeding one quart 
at any one time. 

(c) Alcohol for rubbing or other necessary purposes 
not exceeding one pint at any one time. 

(d) Every prescription issued under the authority of 
Section 56 shall contain a certificate that the 
quantity of liquor therein mentioned is the mini- 
mum quantity necessary for the patient for whom 
it is ordered. 

(e) Any violation of this Section shall be an offence 
against this Act. 

(f) No more than one sale and one delivery shall be 
made on any one prescription. 


The issuing of prescriptions on the vendors is still left 
with the medical practitioners. Dr. A. B. can order beer, 
wine or spirits and the vendor must honour such prescrip- 
tions. There are many who may not have a permit to 
purchase and can secure liquor by a doctor’s order. 
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There is a feature of the Act that should not be over- 
looked, Druggists are not permitted to keep any liquor for 
sale, even on prescriptions. For emergency cases, physi- 
cians are allowed to keep liquors in their offices, and sell it in 
six ounce quantities to their patients. This feature of 
the Act is likely to prove very troublesome, as many 
thirsty persons, at untimely hours, may call upon physicians 
for a six ounce helping. To consent may often be wrong, 
and to refuse may sometimes be dangerous. 

One of the features of the election of last December 
was that doctors would be relieved of the giving of pre- 
scriptions. We find that they are not only called upon 
to prescribe, but, further, they must become subvendors 
under the Board of Commissioners. 


IV.—Decision re OSTEOPATHS AND CHIROPRACTORS 


The Medical Council brought to trial an osteopath and 
a chiropractor because they were using the term “doctor.” 
It was believed that the Act of 1925 made it quite clear 
that those registered as drugless practitioners were de- 
barred the right to attach to their names such a term as 
**doctor.”’ 

Magistrate Jones of Toronto, however, held otherwise 
and gave his decision to the effect that it was not illegal 
for drugless practitioners to use the term “doctor” or 
aa" 

A stated case was granted by Magistrate Jones in the 
following terms:— 

“Whether on the facts as found by me I was right as 
a matter of law in dismissing the Information? 

This stated case was argued before Mr. Justice 
Middleton, who, after due consideration, gave out the 
following judgment, reversing the finding of Magistrate 
Jones. There is no appeal from Mr. Justice Middleton’s 
judgment. 


8.C.0. 
REX 


V 
POCOCK 
REX 


V 
ELLISON 


Copy of Judgment of Middleton J.A., de- 
livered 27th April, 1927. 
Kilmer, K.C. and James, for the prosecution. 
Greer, K.C., for Pocock. 


Roebuck, for Ellison. 
Chambers, 14th April, 1927. 


Stated cases under the provisions of Section 761 of 
the Criminal Code by Mr. J. E. Jones, Police Magistrate, 
Toronto. 

The prosecutions are under the provisions of the 
Ontario Statute, 1925, chapter 48, amending the Ontario 
Medical Act. 

Under this Statute any person not registered under its 
provisions, ‘‘who takes or vses any name, title, addition, 
or description implying or calculated to lead people to infer 
that he is registered under this Act or that he is recognized 
by law as a physician, surgeon, accoucheur or a licentiate 
in medicine, surgery or midwifery ‘or’ who assumes, uses 
or employs the title ‘Doctor,’ ‘Surgeon’ or physician or an 
affix or prefix indicative of such titles as an occupational 
designation relating to the treatment of human ailments” 
is liable to a penalty. 

Hubert Pocock obtained a degree of Doctor or Osteo- 
pathy in 1911 at the College of Osteopathy, Kirksville, 
Missouri. The nature of this degree and the course of 
study leading up to it are not shown but from what is 
shown I assume that the holder of such a degree has been 
t ained and qualified to treat human ailments by that 
method known as osteopathy. 

That he has assumed, used and employed the title 
Doctor has been abundantly proved, and the presecution 
urge that this title has been used as ‘‘an occupational 
designation relating to the treatment of human ailments”’ 
—and, therefore, he has been guilty of an offence against 
the Statute. 

The Magistrate has refused to convict because the 
accused has not, in his opinion, used the word ‘“ Doctor”’ 
as an occupational designation, but only as a scholastic 
title. The occupational designation, in his opinion, is 
“osteopath” not “Doctor.” 

I cannot agree with this. A “Doctor” in common 
parlance is one licensed to practice medicine, a physician, 
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one whose occupation is to cure diseases. (Century). A 
doctor of medicine, in popular current use applied to any 
medical practitioner (Oxford), and even if another equally 
admissible meaning ‘‘one skilled in a learned profession”’ 
i en is done here is in my opinion a violation of 
the Act. 

This gentleman, by his training in the Osteopathic 
College, has become qualified to treat human ailments by 
the system of medicine or treatment taught in the college 
in question and this is his occupation and the designation 
“Doctor” conferred upon him by this College is his occu- 

ational designation. Our Legislature has chosen to pro- 
hibit the use of the term ‘‘ Doctor” by any one other than 
those registered under the Medical Act as an occupational 
designation. This may, in some cases produce hardship, 
but once the legislative willis expressed, it must be obeyed. 

The accused is a ‘‘drugless practitioner”’ as defined by 
Chapter 49 of the Acts of 1925 and may register under that 
Act. The Board of Regents under that Act may designate 
the manner in which any person so registered may describe 
himself so as to indicate his qualification or occupation so 
long as Section 49 of the Medical Act, passed contempo- 
raneously, is not contravened. I understand that this 
body has not yet acted. I do not think it can authorize 
the use of the words “Doctor,” “Surgeon” or ‘ Physi- 
cian.” Icannot see that any hardship would follow if Mr. 
Pocock changed his signs and cards, etc., so as to read 
“Hubert Pocock, Osteopath” or “‘Hubert Pocock, Gradu- 
ate of the American School of Osteopathy.” 

I need not discuss the case of Mr. Ellison. It is similar 
save that he is a chiropractor and has a degree from another 


—-. : 
each case the answer to the question, ‘Was I 


right?” should be “No.” There should have been a 
conviction. 


The Secretary requested that the names of 


irregular practitioners be reported to the Asso- 
ciation office. 

Report of the Committee on Education was 
presented by Dr. Hale. This report contained 
the following resolution as having been sub- 
mitted and approved by the Board of Directors. 


“That speakers for meetings of the affiliated Medical 
Societies should be chosen from Ontario as far as possible, 
but that towns near the border should be allowed to have 
speakers from an adjoining Canadian Province, provided 
the distance is not, in the opinion of the Secretary of the 
Ontario Medical Association, greater than circumstances 
should admit. Further, that the Ontario Medical Asso- 
ciation should employ speakers from the Canadian medical 

rofession only. Medical men from other countries who 
tee to be visiting Canada should be employed only at 
the discretion of the Secretary of the Ontario Medical 
Association.” 


Report of the Committee appointed to confer 
with the Board of License Commissioners. This 
report was presented by Dr. N. A. Powell as the 
fifth and final report of the Committee which 
under the new legislation ceases to function. 
With the report was presented this letter from 
the chairman to the Board of Ontario License 
Commissioners. 


“Before the existence of the Board of License Com- 
missioners for Ontario is terminated, we should like to 
assure you and the members of your Committee of our 
very cordial appreciation of the valuable service your 
Committee from time to time rendered to our Board in 
dealing with cases of physicians who were thought to have 
issued excessive numbers of liquor prescriptions. 

“T think that your Committee was appointed nearly 
five years ago. At that time considerable friction had 
developed between some members of the medical profes- 
sion and our Board, and the assistance rendered by your 
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Committee in dealing with such cases was invaluable, and 
a much better understanding resulted. For all the ser- 
vice rendered by you and your Committee we gratefully 
acknowledge our indebtedness. 

“Our views had sometimes -been regarded by physi- 
cians as quite unreasonable, but when we were able to 
assure physicians that our action in difficult cases carried 
the aie ment of a committee of physicians selected by 
your Association, the objections seemed to disappear, and 
a better understanding resulted. 

‘“‘Please convey our very cordial thanks to your col- 
leagues, Dr. Ferguson and Dr. Routley, and also to your 
Association.” 

Yours very truly, 
JAMES HALES, 


The report of the Committee on Public Health 
was presented by Dr. A. J. MeGanity; it stated 
that three meetings of the members at large 
were held during the year and that the question 
of medical care of indigents in unorganized 
districts had been carefully considered and that 
certain recommendations to the directors of the 
Ontario Medical Association were made. It also 
discussed some of the present quarantine regula- 
tions in the province and stated that it was 
unable to recommend changes in the present 
regulations except as regards German measles. 
The Committee recommended that the enforcing 
of the 21 day quarantine for contacts be not 
urged. 

The Committee on Mental Hygiene reported 
through Dr. G. A. McLarty. The following 
resolution was to be sent to the joint Advisory 
Committee. 


Chairman. 


‘““Whereas the vacancy of the superintendency of the 
Ontario Hospital, Orillia, has been created by the death of 
Mr. J Downey, and whereas it is presumed that a 
superintendent will be appointed at an early —_ and 
whereas the Ontario Mental Hospitals have an oppor- 
tunity, under capable leadership, to train mental defec- 
tives and to parole a proportion into the general com- 
munity as soaked citizens, it is recommended that there be 
appointed as superintendent a medical man who, through 
training and experience in dealing with feeble minded 
individuals, is fitted for this important post.” 


The Committee further reported that they 
wished to congratulate the Honourable Mr. 
Goldie on his appointment of Dr. Edward Ryan 
as honorary supervisor of mental hospitals. The 
Committee also reported that new legislation 
had been passed by the provincial government 
making it possible for the border line mental 
cases to be admitted to psychiatric hospitals for 
observation, though it must be stated that all 
the members of this Committee were not in 
favour of this legislation. The report further 
states that the Committee notes with pleasure 
the increased facilities for instruction in 
psychiatry in the Ontario Medical Schools and 
‘finally the Committee stated that they would 
particularly like to emphasize and endorse the 
following recommendations :—. 


1. Appointment of a supervisor of the feeble 
minded. 

2. Further institutional provision for feeble 
minded. 
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3. Provision for institutional facilities for 
troublesome cases of idiocy and imbecility 
under 6 years of age. 

. The enlargement of the provincial hospital 
for the epileptic at Woodstock and the 
transfer of epileptics from Orillia. 

. The enlargement and extension of the train- 
ing school for the feeble minded at the 
Orillia Ontario Hospital. 


The Workmen’s Compensation Board Com- 
mittee reported through their chairman, Dr. 
Gooch, that they had given considerable time 
and thought to the workmen, trying to obtain 
a change in the administration of the Con- 
valescent’s Compensation Act. The Committee 
was of the opinion that there should be a 
specially qualified medical graduate on the 
board and in consequence of this the Committee 
met the government on March 18th, and pre- 


sented the following resolution. 
‘Honourable Sir:— 


‘As representative of the Ontario Medical Associa- 
tion, we, the Workmen’s Compensation Committee, re- 
spectfully submit the following for your consideration :— 


“Whereas the purpose of the Workmen’s Compensa- 
tion Act is to alleviate the ills arising from injury or indus- 
trial disease by furnishing efficient medical aid to the 
workers, and to compensate them during their period of 
disability, or to provide recompense in case of partial or 
complete permanent disability. 


“The estimate of the amount and probable period of 
disability is founded upon medical opinion arrived at 
through professional study, observation and experience. 

“The assessment of percentage disability of a pro- 
tracted or permanent nature is obviously a matter in 
which experienced medical opinion must be taken into 
consideration. 

‘Although medical reports are available in each case 
for the guidance of the Board, under the present system 
of administration, the interpretation of these reports is 
largely governed by legal or clerical opinion, through 
which many inconsistencies in the awards by the Work- 
men’s Compensation Board have come to the attention 
of the medical profession of Ontario. 

“Therefore Be It Resolved That:— 


“1. For the proper interpretation and administra- 
tion of the Workmen’s Compensation Act, there should be 
at least one medical member on the Board. 


‘2. Such medical member should be carefully se- 
lected. His experience in medical and surgical practice 
should be such as to ensure his ability to correlate and 
interpret medical reports in such a manner that he may 
bring to the Board logical opinions arrived at as the result 
of professional experience, study and scientific knowledge, 
without which the Board will often fail to do justice to 
the workers on the one hand, and on the other may over- 
estimate disability or unduly prolong compensation. 

“3. His professional standing and ethical integrity 
should be of such a high degree as to command the confi- 
dence and co-operation of the medical profession of On- 
tario. It should be understood, however, that such medi- 
cal member does not in any sense represent the medical 
profession on the Board. 

“4, His administrative ability should be of a high 
character and he should have supervision over the organi- 
zation of the medical services of the Board and should see 
that all medical matters are relegated to the medical staff.” 

A communication was received from Dr. Addison, a 
member of the Legislative Sub-Committee of the College 
of Physicians and Surgeons of Ontario. This contained 
many valuable suggestions, but it was received too late 
to be acted upon, as our resolution had already been pre- 
pared, 
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The Committee further reported that they had 
received a letter from Dr. Addison, a member 
of the legislative sub-committee of the College 
of Physicians and Surgeons of Ontario but that 
this letter had been received too late to be acted 
upon as the foregoing resolution had already 
been prepared. The letter in question is given 
herewith :-— 


“Mr. George A. Kingston, Commissioner, the Ontario 
Workmen’s Compensation Board, in a paper on ‘The 
Economy of Proper Medical Treatment,’ referring to the 
medical profession in relation to compensation says: “They 
are really called upon to exercise quasi-judicial functions.’ 

“As such the surgeon is really the immediate deputy 
of the Board, and since in all cases some member of the 
profession functions, the profession as a body of men be- 
come most conversant with the problem of compensation 
and it is as such the profession would express itself. 

“The Act was originally framed to provide compensa- 
tion to those injured in industry, but, in addition, wide 
permissive powers were given the Board to promote 
preventive work. The original members of the Board 
were of the legal profession, and, doubtless, in their judi- 
cial work have, in the main, done their work well, but the 
continued high cost of compensation would indicate that 
the preventive features of the Act have not seriously func- 
tioned. Such a comparative failure probably has arisen 
from excess of judicial work and from lack of intimate 
knowledge of industrial conditions. 

“Tt is obvious that prevention of industrial injury is 
more important than assessing the wreckage. 

“The Board should be divided into two parts, one 
to assess wreckage and one to hinder wreckage. In the 
former the members of the Board should be, as provided 
for, of disinterested sort, but the greater the interest on 
the part of the latter, the more would the decrease of the 
wreckage be. 

“Such a Sub-Board should be composed of a manu- 
facturer appointed by the Government from one or more 
nominees made by the Ontario Division of the Manu- 
facturers’ Association. A labour member appointed by 
the Government from one or more nominees of organized 
labour, and a third appointed by the Government from 
one or more surgeons of intimate knowledge of industrial 
surgery and nominated by the other two members of the 
Sub-Board. When the loss is so stupendous, slightly 
under $6,000,000 by the employer and approximately one- 
half that amount by the employees the scale of salary 
might well be left in the hands of the employers in that 
they bear the cost and are interested in getting the effi- 
cient rather than the lightly paid men. 

“To such a group eal be delegated the details of 
arranging for efficient and economic surgery, rebates of a 
practical sort to encourage efficient service, and discourage 
carelessness and indifference on the part of employer and 
employee and they should sit with the judicial section on 
cases of wilful negligence in observing factory regulations. 

“The present Board adopts the principle that the 
Act provides for the employer carrying the cost of first 
aid and interprets the first dressing of the full or part time 
surgeon as first aid and does not recognize the responsi- 
bility of payment of the work, and at least one member of 
the Board holds that cases of minor inury under the Act 
would be reported to the surgeon only when inflamed. 
This surely is locking the stable door after the horse is 
stolen. 

“All injuries should immediately come under the 
most skilled care possible, for it is at the inception of in- 
jury that infection is more frequently made. The large 
wound coming to the surgeon because of extensive de- 
struction of tissues is not the one to become infected, but 
rather the minute wound in which blood is not observed. 
The blood is the antiseptic by which we live. The danger 
of infection lies with infective organism and the lack of 
immunity of the injured and is most dependent on the 
latter. The discovery of diabetes in a patient may be of 
more importance than the use of antiseptics, and general 
care of the patient more than his dressings. May I 
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quote Mr. Kingston again from the same paper: ‘The 
point I desire to make is that a resident doctor appreciates 
the importance of pons and effective remedial measures 
even in apparently trifling injuries. Here is where ‘a 
stitch i in time’ not Bie saves time but often ninety times 
nine.’ 


The Committee on Tariff reported through Dr. 
John Sheahan. Details concerning schedules of 
fees for city practice, country practice and life 
insurance examinations had been carefully con- 
sidered. Amongst other things this Committee 
recommended that contract practice be dis. 
approved of and that lodges pay the family 
physician the regular fees for attendance on 
their members. This Committee also recom- 
mended that representation be made to the 
provineial government as concerns the payment 
of proper fees in medico-legal cases. 


The report of the Committee on Industrial 
Medicine was presented by Dr. Velyien Hender- 
son. This Committee stated that it had obtained 
from various employers an expression of opinion 
on the medical cost of the Workmen’s Compensa- 
tion Act. They said that there seemed to be a 
growing feeling on the part of the employer 
that the medical profession was in part 
responsible for the prolonged period of con- 
valescence and compensation. They stated that 
their chief difficulty was that of interesting the 
members of the medical profession and the 
employers in industrial work. The Committee 
also reported that they had entertained this 
year Professor Collis of the University of Wales, 
one of the outstanding men in the department 
of preventive medicine. 


The Committee on Inter-Relations reported 
that during the year there had been held two 
public meetings and nine Committee meetings. 
They stated that the following subjects had been 
presented for study. 


Abuse of free medical treatment in Ontario. 

Free medical treatment in hospitals. 

Periodic health examinations. 

nda of a Canadian Health Examination 
m. 

Medical publicity. 

Co-operation between Registered Nurses’ Asso- 

ciation of Ontario and the Ontario Medical 

Association. 


OX PSN 


This Committee has reported at great length on 
all these subjects and it is considered inadvisable 
to reproduce here all the details of their report: 
members interested in the further consideration 
of the subjects presented can get the agenda by 
writing to the secretary. 

The Committee deputed to look into the ques- 
tion of secret division of fees reported briefly 
that they believed that this practice was on the 
increase and that they advised the making of 
some concerted effort to oppose it. They 
suggested also the strengthening of the printed 
code of ethics by the addition of some abstracts 
from the principles of medical ethics of the 
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American Medical Association and they also 
urged that special lectures on ethics be delivered 
to the graduating classes. 


Meeting OF Boarp or DIREcTorRs, 
JUNE 16TH, 1927 


The newly elected Board of Directors met in 
the offices of the Association on this date. 
There were present: the President, Dr. Weston 
Krupp, Drs. E. A. MeQuade, Malcolm Stalker, 
L. J. Austin, W. S. Lyman, C, E. Cooper Cole, 
A. J. Grant, Ward Woolner, J. H. Holbrook, 
and T. C. Routley. Of the many articles of 
business discussed by the Board, it would seem 
that the following deserved most consideration. 

1. Junior membership.—It was decided that 
letters be sent to all this year’s graduates in 
medicine in the Province of Ontario, advising 
them that they have been granted free member- 
ship in the Ontario Medical Association for one 
year. 

2. Post-graduate work.—A letter of apprecia- 
tion is to be sent to the Canadian Medical 
Association thanking them for the grant of 
$2,000 from the ‘‘Sun Life Fund’’ for post- 
graduate work in the Province of Ontario. 

3. Committee appointments—The Committee 
on Edueation, the Committee on Credentials and 


Ethies, the Committee on Public Health, the 
Committee on Mental Hygiene, the Committee on 
Tariff, the Committee on Industrial Medicine, 
the Committee on Inter-Relations, were re- 
appointed as constituted last year. 

The name of Dr. M. H. V. Cameron is to be , 
substituted for that of Dr. W. G. Ross in the 


Committee on Legislation and By-laws. The 
Advisory Committee to the Board of License 
Commissioners is to be discontinued. A letter 
of appreciation is to be sent to Drs. N. A. 
Powell and John Ferguson for their services in 


connection with the work of this committee. 


Concerning the Committee on‘ Workmen’s Com- 
pensation Board matters it was suggested that 
a nueleus of this committee should be composed 
of men living in Toronto in order to expedite 
procedures. Dr. Gibson was re-appointed 
chairman of the Historical Committee. 

4. St. Lawrence District Medical Society.— 
The suggestion from the Kingston and Frontenac 
Medical Societies that their area be enlarged to 
take in the surrounding territory provided 
practitioners in these areas consent, was ap- 
proved. 

5. Printing of the constitution and by-laws, 
and of the code of ethics ——The constitution and 
by-laws of the Association and the code of ethics 
are to be reprinted in one booklet. 


6. Resolutions on the following matters were 
presented by the Committee on Inter-Relations. 


(a) Free medical treatment in hospitals.— 
The Board of Directors of the Ontario 
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Medical Association is to endeavour to 
obtain from the Provincial Treasurer 
a definition of the meaning of ‘‘In- 
digent Hospital Patient’’. The Legisla- 
tive Committee of the Ontario Medical 
Association is to endeavour to obtain 
from the Ontario Government the 
recognition by the Courts of Probate 
that the fees of the attending physicians 
are to be considered preferred accounts 
in the settlement of estates. 

Periodic physical examinations.—The 
resolution which stated that a Com- 
mittee to go into this question, should 
be appointed and paid is to be referred 
back .to the Committee on Inter- 
Relations. 


Films.—The Ontario Department of 
Health is to be requested to assist in 
the production of one or more films, 
that would be educative along the line 
of periodical physical examination: the 
Ontario Medical Association is to be 
asked to grant the sum of $500 to- 
wards the initial production expense. 
Medical publicity —The sum of $3,000 
is to be set aside from the funds of the 
Association to serve as a special fund 
for the providing of suitable news 
articles on medical subjects. The 
Dominion and Provincial Government 
are to be asked to form a speakers’ 
bureau for popularizing modern medi- 
eal knowledge. Periodic physical ex- 
amination is to be part of this 
programme and the Inter-Relations 
Committee is to control the subject 
matter of these articles. The Board of 
Directors decided that these resolutions 
on Medical Publicity were to be re- 
ferred back to the Inter-Relations 
Committee for the present, pending 
the arrangement of certain financial 
details. 

Secret division of fees—The Council 
of the Ontario Medical Association is 
to appoint a Commission to go fully 
into the question of this matter in all 
its phases. The suggestion is added 
that the personnel of the Commission 
inelude professional, judicial and busi- 
ness representation and that the ser- 
vices of Mr. Justice Hodgins be enlisted 
if possible. The Board of Directors 
decided that the suggestion ineorpor- 
ated in the printed business report, 
page 45, be acted upon. 

7. District meetings.—Tentative dates were set 
for meetings in the 10 districts. The next 
annual meeting of the Association is to be in 
Kingston on May 29, 30, 31, and June 1, 1928 
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8. With regard to the Workmen’s Compensa- 
tion Board matters it was decided that any 
action in submitting names to the Government 
for appointment, be deferred until a later date. 
As regards the re-organization of the College of 
Physicians and Surgeons, it was decided that 
Drs. Austin and Dobbie should wait upon the 
College on the morning of June 28th. 


NOMINATING COMMITTEE 


The Nominating Committee of the Ontario 
Medical Association met at the Academy of 
Medicine, Toronto, on Tuesday, June 14th, at 
6.00 p.m. 


The following were present :— 


Dr. Weston Krupp, Chairman; Dr. T. C. Routley, 
Secretary; Drs. M. H. V. Cameron, John Ferguson, Harris 
McPhedran, V. E. Henderson, representing the Academy 
of Medicine, Toronto; Dr. G. Fraser, Peterborough, repre- 
senting the Peterborough Medical Society; Dr. Argue, 
Mount Forest, representing the Wellington and North 
Halton Medical Society; Dr. Ward Woolner, Ayr, repre- 
senting the South W: aterloo Medical Society; Dr. A. J. 
Grant, London, representing the Western Ontario Aca- 
demy of Medicine; Dr. W. 8. Lyman, Ottawa, represent- 
ing the Ottawa Medico Chirurgical Society; Dr. Malcolm 
Stalker, Walkerton, “gman the Bruce County Medi- 
cal Society; Dr. T. H. Sneath, Sean representing the 
Grey County Medical Society; Dr. J. M. Livingston, 
Waterloo, representing the North Waterloo Medical Soci- 
ety; Dr. B. N. Macaulay, Dunnville, representing the 
Haldimand County Medical Society; Dr. W. O. Stevenson, 
Dr. O. A. Cannon, Hamilton, representing the Hamilton 
Medical Society; Dr. Bruce Hopkins, Kingston, represent- 
ing the Kingston and Frontenac Medical Society; Dr. A. 
H. Crawford, Marmora, representing the Hastings County 
Medical Society. 


NoMINATION OF OFFICERS 


The following officers were then nominated for the 
ensuing year :— 


President - - - - - - Dr. Weston Krupp, Wood- 


stock 
Dr. E. A. McQuade, Tren- 


ton 


Dr. A. J. Grant, London 


1st Vice-President - -- 


2nd Vice-President - - - 


Honorary Treasurer - - - Dr. G. Stewart Cameron, 
Peterborough 

Secretary - - - - - - Dr. T. C. Routley, To- 
ronto 


COUNSELLORS 


1—Dr. J. D. Curtis, St. Thomas 
2—Dr. Ward Woolner, Ayr 

3—Dr. Malcolm Stalker, Walkerton 
le 4—Dr. J. H. Holbrook, Hamilton 

38 5—Dr. C. E. Cooper Cole, Toronto 
. 6—Dr. F. C. Neal, Peterborough 
7—Dr. L. J. Austin, Kingston 
8—Dr. W. 8S. Lyman, Ottawa 
9—Dr. W. J. Cook, Sudbury 
10—Dr. J. C. Gillie, Fort William 


District No. 


PLACE OF MEETING FoR Next YEAR 


Invitations were presented from the Medical Societies 
of Hamilton, Kingston and Kitchener (North Waterloo), 
for the meeting of 1928. It was moved by Dr. Cameron, 
seconded by Dr. Ferguson: That the matter be decided 
by ballot. Carried. 

The result of the ballot showed a clear majority for 
Kingston. 

Moved by Dr. Ferguson, seconded by Dr. Grant: 
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That the Secretary be instructed to present the report of 
the Nominating Committee to the Association, meeting in 
General Session on Wednesday afternoon. Carried 

The Nominating Committee adjourned at 6. 30, p.m. 


— 


VANCOUVER MEDICAL ASSOCIATION 
RHEUMATIC FEVER AND ENDOCARDITIS 


A very excellent address appears in the August 
number of the Bulletin of the Vancouver Medical 
Association, on Rheumatic Fever and Endo- 
carditis, which was delivered before the Van- 
couver Medical Association, by Dr John Oille, 
of Toronto University. From it we abstract the 
following statement regarding cardiac involve- 
ment in this disease: 


Rheumatic disease of the heart in 37 to 40 per 
cent of cases comes on without any symptoms 
whatever and is only too frequently discovered 
many years later, either by accident, or when the 
muscle is so damaged that signs of heart weakness 
or failure develop. Careful histories and autopsy 
examinations have proven that mitral stenosis, 
the characteristic rheumatic lesion, may develop 
absolutely unsuspected in children, that is, with- 
out rheumatic pains, chorea, tonsillitis, or ery- 
thema nodosum. It is extremely important that 
in all cases when this disease is suspected, we 
should recognize the condition early if it exists. 
Dr. Oille gave the following signs: first, when there 
is a persistent rapid rate even in the absence of 
murmurs after the temperature has come to nor- 
mal or when there has been no fever; second, 
if the fever persists when there is no arthritis, or 
recurs after the arthritis has disappeared; third, 
when murmurs are present which indicate endo- 
cardial damage. Diastolic murmurs mean valvular 
disease, systolic murmurs may or may not be 
significant. A mitral systolic murmur must be 
considered as due to a valve disease: (a) when 
the heart is enlarged; (b) when the first sound is 
absent or altered; (c) when a murmur is loud, 
rough and constant and transmitted to the left 
axilla; (d) when long continued fever is present 
and all other causes, apart from endocarditis have 
been excluded. A pulmonary systolic murmur 
is hardly ever due to endocarditis. It can be 
made to disappear by taking a deep breath. An 
aortic systolic murmur is usually due to valve 
damage, especially in children. Murmurs indi- 
cating severe valve defects often come on months 
or years after an acute attack, showing that en- 
docardial inflammation progresses without fever 
or symptoms for long periods of time. Pain in 
the cardiac area probably means that the heart 
is involved. Important irregularities indicate 
cardiac damage; also, when the heart is enlarged- 
or signs of congestive failure occur, serious dam, 
age is indicated. 

The most important and sometimes difficult 
point in differential diagnosis is to distinguish 
rheumatic from subacute bacterial endocarditis. 
This latter disease comes on insidiously, and in 
75 to 80 per cent of cases is engrafted on previ- 


ABSTRACTS : 


ously damaged valves. Its manifestations may 
be considered in three groups: (1) those due to a 
persistent chronic infection, producing possibly 
chills and signs of weakness, anzemia, emacia- 
tion, and persistent fever. The pallor is out of 
proportion to the anemia. The blood culture is 
positive for the Streptococcus viridans in only 
50 per cent of cases, so that often the diagnosis 
has to be made without this aid. (2) Manifes- 
tations due to the heart. These signs are the 


same as the signs of rheumatic endocarditis. 
Proof of endocardial damage must be present. 
(3) Manifestations produced by emboli; embolic 
phenomena may occur at any stage but are usually 
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fairly late in the disease. Joint pains rather than 
actual arthritis may occur in bacterial endocar- 
ditis. Pallor, persistent fever, and an endo- 
cardial lesion, with clubbing of the fingers and an 
enlarged spleen are not due to simple congestion 
sufficient to make the diagnosis. Clubbing does 
occur but is very rare in rheumatic heart disease. 
Subacute bacterial endocarditis in about 99 per 
cent of cases goes steadily on to a fatal ending, 
the chief causes of death being weakness, an- 
zmia, embolism, nephritis, and occasionally myo- 
cardial failure. The prognosis of rheumatic fever 
is quite different. 


Hbstracts from Current Literature 


MEDICINE 


Some Modes of Infection in Rheumatic Fever. 
Boas, Ernst P., and Schwartz, Sidney P., Am. 
Heart J., April, 1927, ii, 375. 


This is an analysis of the records of fifty- 
three children under fifteen years of age who 
were treated for rheumatic affections in the 
wards of the Montefiore Hospital between 1921 
and 1926. The average stay in the hospital was 
277 days, the minimum being twenty-five days 
and the maximum three years. About three- 
quarters of the children experienced febrile 
episodes. Only two of the children had acute 
articular rheumatism. The more common 
specific evidences of rheumatic fever were fleet- 
ing joint and muscle pains, a transient peri- 
cardial friction sound, or the appearance of a 
crop of subeutaneous nodules. Usually the 
diagnosis of rheumatic fever had to be made by 
eliminating all other causes of fever and by 
noting the heart condition, tachycardia dispro- 
portionate to the fever, a rise in the neutrophil 
count, and more particularly the rapid appear- 
ance of a marked secondary anemia. Electro- 
cardiographie changes also help in the diagnosis. 

A total of sixty-three febrile episodes oc- 
curred; in sixteen of these tonsillitis and 
pharyngitis were related to the rheumatic infec- 
tion; in seven an attack of rheumatic fever was 
ushered in by broncho-pneumonia. The authors 
suspect that in their series, broncho-pneumonia 
occurred as a manifestation of rheumatic infec- 
tion. On two occasions a series of children 
developed acute febrile conditions, broncho- 
pneumonia, pericarditis, and tonsillitis occurring 
in different individuals within a few days. 
These events appeared like ward epidemics. 

The authors emphasize the fact that rheumatic 
fever in children is a long drawn out chronic 
disease marked by frequent recurrences of acute 


manifestations. The present facilities and 
methods for treating rheumatic children are 
inefficient and inadequate. For the proper care 
of these children sanitaria similar to those 


provided for tuberculous patients are necessary, 
HAROLD N. SEGALL 


The Nervous Complications of Variola, Vac- 
cinia, and Varicella with Report of Cases. 
Wilson, R. E., and Ford, F. R., Johns Hopkins 
Hosp. Bull., June, 1927, x1. 


This paper brings under review the incidence 
of affections of the nervous system in variola, 
varicella, and vaccinia, pointing out that while 
such complications have been recognized in the 
ease of the first two diseases there is as yet no 
reference in the text-book to any possible 
neurotropic property in the virus of vaccinia. 
Of late years, however, cases have been reported 
from Holland, Switzerland and England, in 
which there was encephalomyelitis apparently 
directly associated with vaccination. The pre- 
sent report is the first to be made of such cases 
in the United States. 

The nervous complications of vaccinia have 
been well described by Turnbull and McIntosh, 
in an account of over fifty cases in which there 
was diffuse encephalitis or encephalomyelitis 
soon after vaccination. The acute stage usually 
lasts one or two weeks, and there is rarely any 
residual disability. Complete nerve palsies are 
not common and the most destructive lesions 
oceur in the spinal cord. The mortality is 
nearly fifty per cent. The morbid anatomy has 
been described as being identical with that of 
epidemic encephalitis. The gross changes are 
slight, consisting of some congestion of the 
meninges and a few red spots on the cut surface 
of the cord. Microscopically, in the acute stage 
an inflammatory process is found throughout 
the whole central nervous system. The smaller 
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vessels are surrounded by collections of lympho- 
cytes, plasma cells and cells with elongated 
nuclei like fibroblasts. Small circular areas of 
‘‘softening and myelin destruction’’ are found 
about many of the vessels, often without any 
inflammatory infiltration, a feature which is 
considered to be peculiarly characteristic of 
vaccinia encephalitis. 

As a final distinguishing proof of vaccinia 
encephalomyelitis from all other non-suppurative 
inflammations of the nervous system, it has been 
possible to produce a similar encephalitis by the 
injection of brain emulsions from fatal cases, 
and also to demonstrate the presence of vaccine 
virus in this material by cutaneous inoculation. 

In the four eases reported here, death occurred 
in two eases and recovery was complete in the 
other two save for a slight residual spasticity of 
the legs. The onset of the nervous symptoms 
was on the eighth and twelfth days in two 
cases, but could not be exactly established in the 
other two. Autopsy showed the typical diffuse 
encephalitis already described. In two cases the 
cerebral symptoms overshadowed the spinal dis- 
turbances, but in the other two the picture was 
that of a disseminated myelitis. Trismus was a 
prominent feature in two cases, and in one in- 
stance led to a mistaken diagnosis of tetanus. 
It is suggested that the condition is less un- 
common than has been believed; possibly some 
eases have been mistaken for tetanus. 

H, E. MacDErMot 


The Rationale of Tests of Renal Function. 
Fishberg, A. M., J. Am. M. Ass., June 25, 
1927. 


The author’s purpose is to show that elaborate 
and multitudinous tests of kidney function are 
unnecessary. His first point is that all the 
excretory functions of the kidney stand or fall 
together, and where one substance is not excreted 
which appears to indicate some circumscribed 
injury, the reason should be scught outside this 
organ. Impairment of kidney function is always 
shown by a diminution in the concentrating 
power of the kidney, and this can be measured 
by the total molecular concentration. Excretion 
of water is impaired but in this respect there is 
a large safety factor, so that polyuria may com- 
pensate in slowly progressive cases. By taking 
a great excess of water the patient may excrete 
over the normal volume. The final result is 
that the molecular concentration of the urine 
approaches that of the blood, when it is very 
difficult to compensate by increased volume. 
The specific gravity gives us a satisfactory 
gauge of the molecular concentration—thus 
when there is severe impairment of renal func- 


tion the specific gravity cannot go much above 
1010. 


The author shows the parallel between cardiac 
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compensation and decompensation and the same 
conditions in kidney disease, where by polyuria 
or restricted diet a patient may escape renal 
insufficiency. After reminding us that the 
kidney is only one link in the chain that handles 
intake and excretion Dr. Fishberg divides the 
purely urinary tests into two kinds. Balance 
tests and concentration tests. There are simpler 
tests which are useful also, such as the colour 
and specific gravity which would vary with body 
conditions. 

Of the balance tests the measure of the 
amount of phenolsulphonephthalein excreted in 
a given time is the most useful, but, not, accord- 
ing to the author, altogether reliable. The 
volume of the urine affects the result of the test 
so that a polyuria could mask serious trouble. 

Of the concentration tests, the urea test is 
good but requires expert chemical analysis, 
whereas the specifie gravity test is simpler and 
gives as good results. The best scheme is to 
give no fluids after 6 p.m. and then collect 
urine when the patient wakes, again an hour 
later, and an hour later than that, giving three 
specimens. The specific gravity should reach 
1025 - 1032. If it remains below 1020 there is 
real damage. — 

As regards the blood, which may show no 
changes until the disease is well advanced, the 
blood urea is a reliable guide, keeping in mind 
that in acute vomiting or diarrhea, as well as in 
kidney disease, its urea omme may be greatly 
inereased. P. M. MAcDONNELL 


Calumette’s Preventive Immunization Against 
Tuberculosis. Kraus, R., Wiener klin. Woch., 
1927, xl, 49. 


Twenty mg. of B. Calumette-Guérin serum 
were injected into the peritoneum of guinea pigs. 
Three or four weeks later nodules containing 
acid-fast organisms were found in the peri- 
toneum, spleen, and other organs. These nodules 
resembled true tubercles but were not caseous, 
contained more leukocytes and were vascularized. 
Regression occurred in a few months. If the 
tissues of the infected organs were inoculated 
into other animals, they did not become infected, 
although the bacilli could be cultured from the 
original inoculum. The conclusion is reached 
that B. Calumette-Guérin serum is slightly 
virulent and hence its protective value. In all 
likelihood it is innocuous for children and calves, 
but it should be more completely tested before 
being generally used. ARNOLD BRANCH 


SURGERY 


A Rapid and Simple Method of Determining 
Nerve Injuries in the Extremities. Ney, W. 
K., J. Am. M. Ass., July 16, 1927, Ixxxix, 189. 


The author believes that the average surgeon 
should be quite capable of recognizing and 
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roughly estimating degrees of injury to nerves 
in the extremities. The neurologist’s report 
while obviously more detailed and requiring 
special training, should not excuse the surgeon 
from overlooking or neglecting a nerve injury. 
Dr. Ney describes simple tests which may be 
made even without the removal of splints or 
dressings, providing that the hand or foot may 
be seen. 

In his experience of a large number of nerve 
injuries he has found that with very few excep- 
tions these involve the motor function of the 
fingers and toes, and inspection of these members 
therefore will give some idea of the nerve in- 
volved. An injury to the musculo-spiral nerve 
in any part of its course, even to the lowest 
part of the posterior inter-osseous nerve, will 
cause loss of extension of the thumb. Therefore, 
inability to extend the thumb completely at once 
suggests involvement of this nerve. 

With the median nerve injured, the opponens 
pollicis is affected and consequently it will be 
impossible to oppose the palmar surface of the 
thumb to the pads of fingers. It is true that 
the flexor brevis pollicis, which is_ partly 
supplied by the ulnar nerve, will allow of some 
flexion of the thumb under these conditions, but 
rotation over the palm will be impossible. 


Injury to the ulnar nerve affects the inter- 
osseous muscles, and consequently lateral move- 
ments of the fingers, making it impossible to 
bunch the tips of the fingers into a cone. 


The sensory disturbances from injury to these 
nerves may also be examined to confirm the 


diagnosis. In the case of the musculo-spiral 
there will be loss of feeling over the dorsum of 
the base of the thumb. Injury to the median 
will cause anesthesia on the palmar surface of 
the first three fingers. Ulnar paralysis may be 
confirmed by determining loss of sensation in 
the little finger. 

In the ease of the lower extremities it is 
possible to gain some idea of the involvement 
of the sciatic trunk, or its two terminal divisions, 
the tibial and peroneal nerves, by inspecting the 
movements, of the toes. If there is loss of 
extension there is injury to the peroneal nerve, 
which may be confirmed by finding loss of 
sensation in the cleft between the great and 
second toes, also by loss of extension of the 
foot. Inability to flex the toes means that the 
tibial nerve is involved, or the tibial portion of 
the trunk. This may be confirmed by loss of 
sensation in the sole of the foot and the toes, 
with inability to flex the foot. 


Dr. Ney points out that the use of these simple 
tests may save the surgeon much embarrassment 
in the making of his prognosis, and guide him 
as to the proper splinting to prevent deformity. 

H. E. MacDErmor 


SURGERY 1093 


Carcinoma of the Colon. 
Brit. M. J., June 15, 1927. 


Rowlands, R. P., 


The results of primary operation for car- 
cinoma of the colon are good, provided the case 
is operated on before the onset of intestinal ob- 
struction. The disease originates either as an 
ulcer or as a papilloma, spreading slowly in the 
wall of the bowel, and invades the lymphatic 
glands and liver after a long time. 

The symptoms are insidious in their onset, 
consisting of indigestion or flatulent dyspepsia, 
with alternating diarrhea and constipation. 
The bowel movements are not naturally formed 
and contain small pieces of blood and slime. 
With the patient on a meat-free diet for some 
days, oceult blood is generally found. Sooner 
or later the abdomen becomes full and distended, 
and the patient complains of colicky pains 
which are associated with visible peristalsis. 


Radiographic examinations by means of 
enemata are often valuable, but the findings 
should be constant on repeated examinations. 
In carcinoma of the recto-sigmoid, the sigmoido- 
scope is more reliable. In cases which are 
suspicious for malignancy, but cannot be 
demonstrated by ordinary methods of examina- 
tion, exploratory laporotomy should be done to 
establish diagnosis. 

Carcinoma of the colon is often mistaken for 
ulcerative colitis, dysentery, and sprue. Diverti- 
culitis may mimic carcinoma very closely, but 
with this disease there is usually a history of 
recurrent attacks, incomplete obstruction, and 
pain in the left iliac fossa. There is rarely 
blood and slime, and x-ray €xamination usually 
shows the presence of diverticula. Tuberculosis 
of the cecum, forming a massive swelling, soime- 
times simulates carcinoma. 

In regard to treatment, the ideal is to dis- 
cover the growth early. At this time, end-to- 
end union, after removal of the growth, is nearly 
always the best, but for growths in the cecum, 
ascending colon, and hepatic flexure, the author 
advises wide resection of the terminal ilium, 
ewcum, ascending colon and hepatic flexure to 
the mid-transverse, followed by an end-to-side 
anastomosis. 

If obstruction has already developed in cases 
of carcinoma of the colon, the author advises 
preliminary cxcostomy, colostomy, or a short- 
circuit operation. These preliminary types of 
operation should, as a rule, be preceded by a 
midline incision to finally establish the diagnosis 
and to decide whether or not the tumour will 
be resectable at a later date. The author states 
that a certain number of eases of carcinoma of 
the sigmoid flexure may be dealt with by 
Paul’s method (called a Mikulicz operation), 
but that this operation does not allow an 
adequate resection of lymph glands. 

In regard to after-treatment following resec- 
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tion, it is wise to avoid too frequent use of 
purgatives and to let the bowel rest in peace. 
Half to one ounce of liquid paraffin morning 
and evening is given after three days, with the 
result that the bowels generally act normally 
after three or four days. The patient is placed 


on a full diet as soon as possible. 
R. V. B. Surer 


Diverticulosis and Diverticulitis of the Large 
Intestine. De Quervain, F., The Practitioner, 
June, 1927, exviii, No. 708 


Diverticule consist of invaginations of the 
mucous membrane through holes in the muscu- 
laris, coming to lie beneath the serous coat. 
They may penetrate the mesentery or the 
appendices epiploice and be invisible. The 
points of exit are usually the openings in the 
muscularis through which the blood vessels 
pass. The sigmoid is the most common site of 
occurrence. Men are more commonly affected 
than women. 

Symptoms differ widely. Varying degrees of 
inflammation may be found. De Quervain 
describes five varities: 

1. The spastic colitis form.—This results from 
an attempt of the colon to get rid of the retained 
fecal material in the diverticule. These are 
sometimes found when the abdomen is opened 
for ‘‘painful adhesions’’. 

2. The hemorrhagic form.—This results from 
the erosion of small vessels in the diverticulum. 

3. The so-called perforative pericolitis and 
pertproctitis is frequently found when a diag- 
nosis of malignant disease is thought probable. 
Most of the spontaneous recto-vesical fistule are 
derived from diverticular abscesses. 


4. Acute perforation into the free peritoneal 


cavity. 

5. Chronic stenosing diverticulum with 
tumour resulting from chronic inflammation of 
the large intestine in proximity to a diverti- 
culum. 

The diagnosis is difficult. X-ray takes first 
place, with the recto-sigmoidoscope second. 
Usually the diagnosis is made at the laparotomy. 
The treatment of the spastic colitis form is 
medicinal and dietetic: in the other forms it is 
largely surgical. Resection or colostomy may 
be necessary. L. H. McKim 


Post-Operative Phlebitis. Brown, G. E., Arch. 
Surg., August 15, 1927, p. 245. 


The author believes that more care in diagnosis 
‘ would result in fewer cases being called phlebitis. 
Pains in the thighs, legs and feet are too often 
considered as being due to phlebitis, with con- 
sequent lengthening of the convalescent period. 
He considers the minimal standards of the diag- 
nosis to be: (1) the situation of the pain or 
soreness; (2) the presence or absence of cedema, 
and (3). the constitutional reactions. 
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Three points in the leg were examined for 
tenderness, one or more of which were tender in 
the presence of phlebitis: the middle of the calf, 
the lower popliteal region, and about halfway 
up the inside of the thigh. The right leg was 
found to be affected in 16 per cent of -cases, the 
left in 64 per cent, and both legs in 20 per cent. 
Oedema could be demonstrated in 50 per cent 
of the eases. Fever was present in some degree 
in 89 per cent. The white cell count averaged 
11,000 for the group. 

Pulmonary infaretion was found in 33 per 
cent of the eases. The diagnosis of this was 
based on pleuritie pain, slight hemoptysis, and 
an area of impaired resonance and friction rub. 
These signs usually appeared about four days 
after the onset of the phlebitis, but in three 
cases they preceded it. 

Examination of resected sections of the veins 
involved threw no light on the direct cause of the 
phlebitis beyond showing an intense inflamma- 
tion. In considering the possible predisposing 
factors it was found that 66 per cent of the 
cases were women and 34 per cent were men. 
The ages varied from 18 to 72. Obesity was 
present in 15 per cent. The blood pressure 
curve was normal for the various ages. In 84.5 
per cent of the cases the operation had been of 
an intra-abdominal nature. In one instance it 
followed removal of the breast. 


No relationship was established between this 
type of phlebitis and pulmonary embolism. The 
work of other observers is quoted as showing the 
probable presence of phlebitis in 11 per cent of 
fatal post-operative pulmonary embolism, but 
the minimal standards laid down by Dr. Brown 
were not met with in the diagnosis of many of 
these. 

It is concluded, therefore, that pulmonary in- 
faretion is a common complication of post- 
operative phlebitis, while pulmonary embolism is 
rare, confirming the view that phlebitis is re- 
latively safe. This is probably due to the 
inflammatory nature of this lesion, which causes 
a firm adhesion of the clot to the wall of the 
vein, with the loosening of small fragments only, 
to which the pulmonary infarction is due. 

H. E. MacDEerMorT 


ANZSTHESIA 


‘*Ether’’ Convulsions. Wilson, S. R., Lancet, 
May 28, 1927, p. 1117 et seq. 


At the Manchester Royal Infirmary there were 
during 1926, four deaths with convulsions in 
patients under ether. There were several other 
convulsive attacks which were not fatal. Three 
of the fatal cases had acute appendicitis with 
pyrexia, and the fourth had gas gangrene. 
Four of the five non-fatal cases were suffering 
from acute appendicitis with abscess. The con- 
vulsions started in the eyelids and face and 
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gradually spread all over the body. They were 
found to be due to the presence in the ether of 
acetaldehyde and ‘‘peroxide’’. These impurities 
when present are increased in amount by ex- 
posing ether to the artificial lighting of an 
operating room, or by passing oxygen through 
the ether as is done in Shipway’s apparatus. 
The aldehyde is believed to be the cause of the 
convulsions, and is most effective when the 
patient is already suffering from some form of 
toxemia. The writer considers the best treat- 
ment of the convulsions to ke prompt ventila- 
tion of the lungs with oxygen containing 5 per 
cent CO,. The change to a pure ether greatly 
lessened the amount of post-operative vomiting. 

. W. B. HOWELL 


PAEDIATRICS 


Growth of the Thymus. Its Relation to Status 
Thymicolymphaticus and Thymic Symptoms. 
Boyd, Edith, Am. J. Dis. Child., June, 1927. 


The thymus gland has been described as either 
the sole cause or an associated cause of several 
pathological conditions. Each concept advanced 
as to its origin, function, growth and patho- 
logical significance has immediately been 
challenged. This has resulted in much con- 
fusion. Boyd reviews the literature in this 
article, together with the results of her own 
pathological material and records and draws 
therefrom the following conclusions :— 

1. The thymus in a new born child shows a 
temporary loss of weight which probably is 
concomitant with the normal loss in body weight. 


Dr. A. F. Tredgold of the Bethlem Royal 
Hospital, the leading expert on mental de- 
ficiency, said that a number of cases of en- 
cephalitis escaped recognition. He emphasized 
the following points: Encephalitis is a very 
prevalent disease, incident on all ages and 
classes of the community; in addition to its 
physical sequele, it is often accompanied or 
followed by severe mental disturbance; in the 
acute stage this mental disturbance may be so 
great as to necessitate detention in an asylum, 
and after the acute stage has passed there fre- 
quently result serious intellectual crippling and 
marked delinquency; this delinquency is the 
result of pathologie brain lesions, and it is un- 
just to hold the individual legally responsible 
for it; provision should be made for investiga- 
tion and report on such cases coming before 
the courts before the persons are sentenced, and 
there is urgent need for special institutional 
accommodation for the care and ireatment of 
persons suffering from these after-effects. It 
seemed to him perfectly monstrous that the law 
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2. The fetal type of thymus is broad, the 
infantile type elongated. This change in form 
is produced during the first two weeks of life 
by the expansion of the lungs (Noback). 

3. Thymic symptoms may be produced during 
the first year by mechanical pressure of a normal 
gland on mediastinal structures, especially on 
the recurrent laryngeal nerve. My records do 
not show any case in which pressure on the 
trachea by the thymus caused death. 

4. The anatomical picture that Paltauf de- 
seribed as that of status thymicolymphaticus 
represents the normal thymus and lymphoid 
tissue of the well nourished child. 

5. Failure to recognize accidental involution 
has caused the confusion regarding the thymus 
weight and the misconception, status thymico- 
lymphaticus. 

6. The average weight of the thymus found 
at necropsy in well nourished children is 13 gm. 
at birth, 20 gm. at 6 months and 35 gm. at 13 
years. 


7. The average weight of the thymus at 
necropsy in poorly nourished children is 8 gm. 
at 2 weeks, 6 gm. at 6 months and 13 gm. at 
13 years. In general, the fluctuations in the 
weight of the thymus at any age period are 
concomitant with fluctuations in body weight. 
Some illnesses, such as influenza, may affect the 
thymus before they affect body nutrition. 

8. The growth curve of the thymus in a well 
nourished child is of the same type as that of 
the lymphoid tissues in general. 

R. R. STRUTHERS 


should be so far behind medical knowledge as 
to punish as a criminal a sufferer from a serious 
mental condition who could not any more help 
wrongdoing than he could fly. Dr. F. C. 
Shrubsall, medical officer of health of ithe 
London County council, stated that in London, 
between 1919 and 1925, 1,566 cases had been 
notified, in which 369 patients were of school 
age. The case mortality of notified cases was 
30.2 per cent, and in 1925 it was 45.3 per cent. 
Provision has been made for the care of 100 
children under the age of 15 who had de- 
veloped mental or moral sequele consequent 
on an attack of epidemic encephalitis—London 
Correspondent, J. Am. M. Ass., Jan. 29, 1927. 


The South African Senate finally rejected on 
June 29 the Government’s bill providing a new 
flag for the Union of South Africa. This action 
followed the Assembly’s rejection of amend- 
ments which had been inserted by the Senate. 
—World Wide, July 9, 1927. 7 

















Dr. Emery Bissonette. 
years Dr. Bissonette, 30 years of age, died at his late 


After an illness of four 


residence on August llth. Although the deceased 
graduated from the Faculty of Medicine of the Univer- 
sity of Montreal four years ago, owing to illness which 
set in soon after his graduation he never practised 
his profession, and was an invalid at Ste. Agathe for 
a long time. 





Dr. J. J. McFadden, a pioneer physician of Western 
Canada died at his home, at Fort Garry, on August 
9th. He was born December 21, 1856, in Mornington 
County, Ontario. He came west with his father Moses 
McFadden, one of the first surveyors of Manitoba, in 
1873. He graduated from the University of Toronto 
and practised in Neepawa for eighteen years. In 1900 
he removed to Brandon and was Superintendent of the 
Insane Asylum for three years. He then returned to 
Neepawa but shortly returned to Brandon to become 







Alexander Hugh Freeland Barbour, M.D., LL.D., 
F.R.C.P. died suddenly and unexpectedly. Born in 1856, 
he was educated at Edinburgh University. After 
graduation he studied at Berlin, Paris, Vienna and other 
centres. He devoted himself to gynecology and became 
assistant to his brother-in-law, the late Prof. A. R. 
Simpson, and subsequently gynecologist to the Royal 
Infirmary of Edinburgh. The ‘‘ Manual of Gynecology.’’ 





We learn from the Medical Journal of Australia 
(July 2, 1927) that a movement for the establishment 
of a federal research institution in Australia has been 
started by Mr. J. E. West, who has given notice of a 
motion in Parliament to the effect that the Common- 
wealth Government should set aside an area of twenty 
acres of land in Federal Capital territory for the pur- 
poses of a research institute, station and farm and that 
the sum of one million pounds sterling be provided out 
of consolidated revenue, the interest of which should 
be used to equip and maintain laboratories and field 
stations, to employ scientific workers, to defray the 
expenses of annual and triennial congresses and to 
establish scholarships and research fellowships. The 
mover is seeking the support of those in authority in 
the universities and of the members of the several State 
Governments. The economic aspect of the proposal will 
appeal to everyone concerned in the prosperity of 
Australia, for nothing can be more detrimental to her 
prosperity than a policy of parsimony in regard to the 
diseases which destroy cattle and crops. 

Mr. West has made out a good case for the setting 
aside of one million pounds sterling and an area of 
land in Federal Territory for veterinary and agricultural 
research. The Journal puts in a plea that if it is worth 
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Superintendent .of the Mental Hospital after the in- 
stitution was renamed. He continued in that capacity 
till 1917 when he became surgeon to the Provincial 
Penitentiary at Stony Mountain. He is survived by a 
widow, three sons, and two daughters, one being the 
wife of Dr. J. 8. Poole of Neepawa, He was laid to 
rest in Neepawa on August 12th. 





Dr. Gordon E. Thompson of Hardisty, a graduate 
of McGill University in 1921, died suddenly when on 
his way to Edmonton. 





Dr. W. D. Ferris. It is with deep .regret that we 
report the death of Dr. W. D. Ferris of Edmonton, who 
passed away suddenly in the early part of August. He 
had practised for many years in this city where his 
genial personality had won him many friends. He will 
be greatly missed by the profession at large in the 
Province of Alberta. 


written in collaboration with the late Dr. Berry Hart, 
was distinguished by the rigidly scientific manner in 
which gynecology was based on anatomic studies. It 


ran through many editions and was translated into 
French, Italian, Spanish and Chinese. Another classic 
produced by Barbour was his ‘‘ Atlas of the Sectional 
Anatomy of Labour.’’ 


while to invest this sum of money to safeguard cattle 
and sheep, wheat and other grains, how much more 
worth while would it be to earmark money for the pro- 
tection of the health and lives of human beings. 





On the occasion of the centenary of the Faculty of 
Medicine of the Egyptian University, Cairo, the Egyptian 
Government has decided to organize a medical congress 
in Cairo, to deal especially with tropical medicine and 
hygiene. The congress will take place in the winter of 
1928, probably in November or December. The con- 
stitution of the organization committee will shortly be 
announced officially. It is understood that invitations 
will be sent to universities and institutions particularly 
interested in tropical medicine and hygiene and their 
branches. 





The Australian and New Zealand Medical Associa- 
tion in England held its annual dinner at the Piccadilly 
Hotel, London, on June 17th, under the chairmanship 
of Mr. Joseph Cunning. This young but flourishing 
association, which owes its birth to the enterprise of its 
honorary secretary, Mr. E. T. C. Milligan, renders 
valuable assistance to young graduates from Australasia 
who are seeking appointments in England; and by 
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means of its annual dinners affords them the opportunity 
of meeting one another and entertaining distinguished 
visitors. This last occasion was of special interest and 
importance, for the guests of honour were Sir John 
Bland-Sutton, Professor Colin Mackenzie, and Dr. Zwar, 
who was able to explain in some detail the latest de- 
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velopments of the project for founding the College of 
Surgeons of Australasia. Sir John Bland-Sutton, in a 
characteristically witty and graceful speech, said how 
interested he was in this great enterprise, and assured 
his hearers of the sympathetic consideration of the 
Council of the Royal College of Surgeons. 


SOUTH AFRICA 


The Revised Public Health Act introduced into the 
House of Assembly by the Minister of Public Health 
introduces several important items. It provides that 
the government will undertake the responsibility for the 
training of midwives in maternity hospitals and sub- 
sequent registration of both midwives and maternity 
nurses. 

With regard to venereal diseases, the laws existing 
at present were, the Minister said, very stringent, but a 
weakness was that only the district surgeons were 
entitled to bring to the notice of the proper authorities 
all cases of venereal disease coming under their notice. 
The ordinary doctors were not obliged to do so, and as 
the law stood now it was rather dangerous for them to 
do it, as they might be sued for libel. This bill, how- 
ever, would make it obligatory on all medical practi- 
tioners to bring to the notice of the proper authorities 
all cases of venereal disease known to them, and cases 
known to them of patients who refused to be properly 
treated by medical practitioners. He predicted that if 
this provision came into operation it would be a very 
important step forward in dealing more effectively with 
this dangerous disease. 

The provisions as to vaccination were, the Minister 
said, among the most important. It was desired to 
amend the existing law to meet the scruples of con- 
scientious objectors. When the Act of 1919 was passed 
the privilege possessed by the conscientious objectors 
of Natal was taken away from them. Soon after this, 
owing to agitation in Durban, the then Prime Minister 
promised that the law would be amended later on, but 
that meanwhile no prosecutions would be instituted 
against those who, on conscientious grounds, refused 
vaccination. The result of this was that there had been 
a rapid falling off in the number of vaccinations in the 
Union. The amended bdiil would make a distinction 
between the position where there was an actual 
threatened epidemic outbreak on the one hand, and, 
on the other hand, when conditions were normal. 
In ease of an actual outbreak, or a threatened outbreak, 
no exemption would be allowed to conscientious objectors. 
The procedure to be followed in normal times would be 
that conscientious objectors must apply within six months 
of the birth of a child, or within a certain period if 
they were themselves not vaccinated, on a prescribed 


form. They would be required to appear in person 
before the district registrar of vaccination, and to make 
an affidavit stating on what grounds they objected to 
compulsory vaccination. The application and the 
affidavit would be transmitted to the registrar of 
vaccination of the province, and it would lie with him 
to make a decision concerning these objections. In 
arriving at his decision he would take into consideration 
whether the applicant for exemption had sufficient 
knowledge and intelligence to form a judgment, and 
whether his objection on these or other grounds was 
genuine. The method which it was proposed to adopt 
to find out whether an applicant was a bona fide con- 
scientious objector or not was that of sacrifice. In 
other words, it would be easier’ for a conscientious ob- 
jector to comply with the law than to obtain exemption. 
The small sacrifice required would be the test whether 
the objection was genuine or not. 


INFLUENZA MEDICAL EMERGENCY ORGANIZATION, 
CAPETOWN 


The following scheme has been adopted by the 
Council of the Medical Association of South Africa 
(British Medical Association), Cape Western Branch, 
for the organization of the medical profession in the 
event of an outbreak of influenza in Capetown. It 
stipulates in the first place that medical men in general 
practice should not be interfered with, and that each 
individual general practitioner should confine his work 
as far as possible to the area in which he generally 
practises. The scheme, briefly outlined, provides for the 
appointment of (a) an organizing medical secretary, 
(6) district medical commandants, and (c) emergency 
medical officers. For the efficient working of the 
scheme the municipal area has been divided into wards; 
in medical charge of each, for purposes of administration 
only, will be a medical commandant selected from 
among the senior general practitioners residing in that 
ward. It will be his duty, in the event of an epidemic, 
to collaborate with his colleagues practising in that 
ward, and to keep in touch with the municipal authorities. 
In an emergency medical officers will be recruited from 
the ranks of specialists, retired men and senior students. 


GENERAL 


L’Union Medicale de Canada for July contains a 
report from Dr. Albert LeSage to the effect that 250 
French Canadian medical men have signified their in- 
tention of becoming corresponding members of the 
French Medical Association, whose fifteenth annual 
congress will be held in Paris in October of this year. 

Dr. Bertrand in the same number writes in support 


of the method of oral anti-typhoid inoculation. This 
method is based on Besredka’s work, and Dr. Bertrand 
believes that the evidence now available fully justifies 
faith in it. 


Professor Sergent and Dr. A. Derome contribute a 
paper in the August number on the occurrence of 
peripheral neuritis in tuberculosis. They conclude that 
it is better to speak of this form of neuritis as being 
found in association with tuberculosis than to refer to 
it as ‘‘tubereulous polyneuritis’’, which implies too 
narrow an etiology. . 

Dr. A. H. Desloges reviews the situation in regard 
to hospital accommodation for the insane, in the 
Province of Quebec. The capacity of these hospitals has 
been taxed to the uttermost on account of the number of 
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beds not having been increased to keep paca with the 
growth of the population, and with the ordinary pro- 
portionate increase in the number of feeble-minded. It 
is expected, however, that the hospital capacity will be 
enlarged this year. The creation of a special wing in 
the Bordeaux hospital for the dangerously insane is 
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particularly welcome in view of the fact that there are 
facilities there for effectively confining the inmates. In 
the past a number have escaped from the various in 
stitutions, and the possiblity of this occurring should 
be greatly lessened in the future. 


NEWFOUNDLAND 


NEWFOUNDLAND MEDICAL ASSOCIATION 


The fourth annual convention of the Newfoundland 
Medical Association, which includes in its membership 
90 per cent of the hundred practitioners in the colony, 
was held at St. Johns, Newfoundland, during the week 
of July 11, 1927. About forty members registered. 

Morning sessions consisted of clinics and surgical 
and medical demonstrations; at the afternoon sessions 
addresses were given by the President, Dr. Timothy 
Mitchell, Dr. N. L. Fraser, Dr. J. B. Lynch, Dr. J. G. 
MacDougall of Halifax and Dr. R. R. Struthers of 
Montreal. All the addresses were followed by con- 
siderable discussion. 


The visiting physicians were entertained by the St. 
Johns’ physicians at a supper given at Bowring Park 
and the whole convention were guests at a reception held 
at Government House, on the last day of the meeting. 
The Rotary Club of St. Johns also entertained the 
convention at luncheon, where a very able lay address 


on the Medical Problems Peculiar to Newfoundland, 
was given by Dr. C. A. Forbes of Bonavista. 

Distances are great and communication so difficult, 
that the presence of forty men at such a convention 
bespeaks an interested class of practitioners and a 
flourishing society. R. R. STRUTHERS 


NOVA SCOTIA 


Reporting on the work accomplished and at present 
being undertaken by the Nova Scotia Tuberculosis Com- 
mission, at the annual meeting of the Medical Society of 
Nova Scotia, Dr. A. C. Jost stated that the Commission 
now has records of about 1,500 cases and that the 
number is being rapidly increased. Frequent notations 
by examiners and nurses make these records valuable 
for future reference. Annexes to existing hospitals, 
each to accommodate twenty-four tuberculosis patients, 
are practically assured in the counties of Cape Breton, 
Cumberland and Pictou. Provision has been made for 
sanatorium or hospital treatment of a number of 
necessitous patients, and sleeping porches and other 
facilities for home treatment have been supplied in 
several instances. In several counties in which the 
necessary vote of cattle owners has been secured, the 
testing of cattle will be commenced very soon. Other 
preventive measures, including attention to under- 
nourished children and the establishment of additional 
summer camps, a preventorium and a sanatorium for 
children are now being considered. Dr. Jost paid a 
tribute to the profession for its support of the Com- 
mission’s programme. 


On two previous occasions reference has been made 
in the Journal to the action brought against Dr, C. D. 
Desbrisay, a Halifax dentist, by the mother of a young 
woman who died in the dentist’s office, while being 
anesthetized for the extraction of teeth. The anesthetic 
was being administered by a physician who has since 
died, but action for damages stated at $5,000.00 was 
brought against Dr. Desbrisay, negligence being alleged. 
Appeal from the decision of a lower court adverse to 
the plaintiff, was made to the Supreme Court of Nova 
Scotia and was dismissed. Application for a new trial 
was refused, but later leave was given to appeal to the 
Judicial Committee of the Privy Council. Word has 
come recently to the effect that the Judicial Committee 
has refused to consider this appeal. The principal 
reason advanced in support of the application for leave 
to appeal was that tha jury had been misdirected at the 
trial of action, and that therefore the views expressed 
by the majority of the members of the Supreme Court 
could not be sustained. The decision of the Judicial 


Committee was explained by Lord Phillimore, who said 
that the question of negligence was one for the jury to 
settle, and the jury had found that there was no 
evidence of negligence. 


A curious situation has developed in Halifax in 
connection with the erection of a new isolation hospital. 
The present hospital is an old structure situated on the 
outskirts of the city and difficult of access during and 
after severe winter storms. The city health board after 
due consideration decided that a new hospital was most 
desirable, and in a report to the city council urged that 
one be built on a convenient site owned by the city. 
The report was favourably received, authority to borrow 
the necessary money was obtained from the provincial 
legislature, the health board was instructed to have 
plans prepared, tenders were called for, and a tender 
was accepted. Then Mayor Kenney intervened, urging 
that the city finances did not warrant the expenditure 
involved, and vetoed the decision of the city council. 
A majority of the council, sufficiently large to override 
the mayor’s veto, again voted in favour of the hospital, 
and the Mayor resigned. The contractor whose tender 
had been accepted was authorized by the health board 
to proceed with construction work, and the acting city 
solicitor expressed the opinion that, despite the refusal 
of the Mayor to sign a contract, a virtual contract had 
been made. The deputy mayor was found to have no 
power in the matter, as under the terms of the city 
charter the deputy is empowered to act only in the 
absence of the mayor or in the event of his death; no 
provision had been made for such a contingency as 
resignation. So the city was, to all intents, without an 
executive head until a new mayor could be elected. Mr. 
Kenney offered for re-election and was returned without 
opposition. He maintains his attitude in the hospital 
matter. A warning to the contractor that he should not 
proceed with construction has been repeated by the 
Mayor, but the health board stands firm and the hos- 
pital is being built. Such a peculiar situation has 
naturally attracted much attention. Seemingly popular 
opinion favours a new hospital, and the medical profes- 
sion is supporting the health board almost as a unit. 
The ultimate issue is awaited with interest. 





NEWS 


The seventy-fourth annual meeting of the Medical 
Society of Nova Scotia was held at Sydney July 6th 
and 7th under the presidency of Dr. John J. Roy. The 
greater part of the time was given over to matters of 
business. In his presidential address, Dr. Roy gave a 
succinct account of the activities of the Society during 
his year of office. The address in obstetrics, by Dr. 
John Fraser of Montreal; the address in surgery, by 
Dr. A. J. Grant, of London, Ontario; and the address 
in medicine, by Dr. Duncan Graham, of Toronto, were 
all of a high order and were greatly appreciated. 
Excellent papers were given by Drs. F. G. Mack of 
Halifax, who dealt with the importance of symptoms 
in urology, and Dr. M. D. Morrison of Halifax, on the 
operation of the Workmen’s Compensation Act, while 
Dr. John Fraser made a further and greatly enjoyed 
contribution to the programme in a paper on chronic 
infections of the pelvis. Committee reports were all of 
a satisfactory nature. The finances of the Society were 
found to be in a healthy condition. Honorary member- 
ship was conferred on Drs. Charles J. Fox, Pubnico; 
Evan Kennedy, New Glasgow; W. B. Moore, Kentville; 
Charles A. Hamilton, Mahone; C. 8. Marshall, Bridge- 
water; D. M. Chisholm, Port Hood; Wm. Tobin, 
Halifax; J. W. McLean, North Sydney; and A. 8. 
Kendall, Sydney. It was decided to continue publica- 
tion of the Bulletin. Endorsation of the aims of the 
Tuberculosis Commission was re-affirmed. The findings 
and recommendations of the Commission on Care of the 
Feeble Minded were endorsed, and it was decided to 
urge upon the government the desirability of implement- 
ing these recommendations at the earliest possible date. 
Unbounded hospitality and a very fine programme of 
entertainment contributed to the enjoyment of attendants 
at the meeting. The new officers are: President, L. R. 
Morse, Lawrencetown; Vice-Presidents, Drs. R. H. 
Sutherland, Pictou and UH. K. MacDonald, Halifax; 
General Secretary, Dr. Smith L. Walker, - Halifax; 
Treasurer, Dr. J. G. D. Campbell, Halifax. The next 
meeting is to be held at Annapolis Royal. 

The refresher course for physicians, arranged by the 
medical faculty of Dalhousie University, which has 
proved so acceptable in past years, will begin this 
year on September 5th and extend over five days. At 
the time of writing the programme has not been com- 
pleted, but it is known that the Dalhousie faculty will 
have the assistance of Dr. R. D. Rudolf, of the Univer- 
sity of Toronto, Dr. B. M. Randolph of the George 
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Washington University, Dr. R. E. Powell, of McGill 
University and Dr. L. J. Austin of Queen’s University, 
while it is anticipated that other distinguished clinicians 
representing other medical schools will also take part. 
Dalhousie men will be responsible for the clinics, to 
which the mornings will be devoted. 


A refresher course for nurses, arranged by Dal- 
housie University at the request of the Graduate Nurses’ 
Association, was carried on, with the co-operation of 
the several Halifax hospitals, during the week beginning 
July 18th. A number of members of the medical faculty 
took parts in the programme. Miss Jean Browne, of 
the Canadian Red Cross Society, also participated in the 
teaching. Eighty-two nurses registered for the course, 
and all expressed much satisfaction with the instruction 
provided. Mr. W. W. Kenney, Superintendent of the 
Victoria General Hospital, entertained the registrants at 
a delightful supper at the hospital. 


A decision of Mr. Justice Mellish, of the Supreme 
Court of Nova Scotia, in an action brought by a former 
patient of the hospital against the Colchester County 
Hospital Trust, will be of interest to members of the 
medical profession. The action was for unstated 
damages for alleged injuries sustained through being 
burned by a hot water bottle while undergoing treat- 
ment at the hospital. The learned judge decided in 
favour of the complainant, and awarded her $1,500.00 
damages and costs. 

Dr. George B. Kennedy, late of the staff of Camp 
Hill Hospital, Halifax, has been appointed to the staff 
of the Nova Scotia Sanatorium, Kentville. 


Dr. Cecil E. Kinley, after two years’ work at the 
St. Vincent’s Hospital, Cleveland, has returned to 
Lunenburg and entered into partnership with Dr. R. G. 
Maclellan. 


Dr. Ella Hopgood, of the medical staff of the Nova 
Scotia Hospital, was elected president of the Canadian 
Medical Women’s Association at the annual meeting 
held recently at Toronto. 


Dr. G. 8. Eadie, a graduate of the University of 
Toronto and for several years a graduate student at 
Cambridge, has been appointed assistant professor of 
Physioloxy at Dalhousie University. W. H. Hattie 


NEW BRUNSWICK 


For the first time since vital statistics for the city 
of Saint John have been recorded, the infant mortality 


has dropped below 100 per 1,000 live births. These 
statistics are for 1926 and have just been compiled by 
Dr. Wm. Warwick, District Health Officer. The rate 
for 1926 was 98.8. Dr. Warwick states that much of 
the credit for this improvement should be given to the 
Child Welfare Workers. He also mentions the pasteuriza- 
tion of milk as a factor. The doctor also states that 
the scarlet fever epidemic has now apparently been 
definitely stopped. 


On the days of July 30th and 31st, under the 
auspices of the Campbellton Rotary Club, Dr. Pinault 
of Campbellton operated on seventy-two nose and throat 
cases at St. Quentin. Dr. Pinault was assisted by Dr. 
George Dumont and two nurses from the Hotel Dieu, 
Campbellton. - Dr. Pinault’s work was very much 
appreciated by the residents of St. Quentin and he 
received the thanks of the local Red Cross Association 
as well as an expression of appreciation from the people 


directly benefiting by his work, as expressed by the 
Rev. E. Martin, Parish Priest. 


Dr. C. W. MacMillan, formerly of River Glade 
Sanitarium, has arrived in Saint John to join the staff 
of the Saint John County Hospital. Dr. MacMillan is 
a graduate of Dalhousie University and previously 
practised in Newfoundland. 


Dr. F, L. Kenney of West Saint John has removed 
to Victoria, B.C., with his family, where he will reside 
in the future. Dr. Kenney has practised in Saint John 
since 1888, and for twenty-seven years he has been 
a coroner for the city. Previous to his departure, he 
was the guest of honour at a complimentary banquet 
tendered him by the citizens of West Saint John, at 
which the chief speaker was the Hon. J. B. M. Baxter, 
Premier of New Brunswick. At this function, he was 
the recipient of a club bag presented by his fellow 
citizens. A group of his fellow physicians presented 





























































































1100 


the doctor with a suitably engraved cigarette case and 
the expressions of regret by the doctor’s patients were 
very widespread and heartfelt. Dr. Kenney’s ob- 
stetrical practice has always been large—one of the 
speakers at the banquet remarking that Dr. Kenney 
had brought into the province 5,000 immigrants, during 
his practice in Saint John. Our best wishes go with 
the doctor to his new home. 





Dr. Leo Doiron of Shediac has returned home after 
completing a post-graduate course of a year’s duration 
at the University of Paris. Dr. Dciron won a scholar- 






More than 100 leaders in the field of education in 
medicine will be present at the thirty-eighth annual 
meeting of the Association of American Medical Colleges 
in Montreal on October 24th, 25th and 26th, according 
to an announcement at McGill University recently. The 
meeting of the Association will be the first to be held 
in this city. Dr. W. W. Chipman of the Faculty of 
Medicine of McGill, will deliver an address on the sub- 
ject, ‘‘Teaching of Obstetrics’’ and Dr. J. W. Meakins 
also of McGill, will speak on ‘‘The Teaching of Medi- 
cine’’. Leaders in medical education from the following 
Universities will speak at the meeting, Syracuse, Vander- 
bilt School of Medicine, University of Manitoba Faculty 
of Medicine, Wisconsin Medical School, Michigan 
Medical School, University of California Medical School, 
Teronto Faculty of Medicine, Minnesota Medical School, 
Indiana University, Tulane University, Creighton Uni- 
versity, Nebraska College of Medicine, University of 
Maryland School of Medicine, Johns Hopkins, Women’s 
Medical College of Philadelphia and the Naval Medical 
School. Officers of the association are, Dr. C. F. 
Martin, Dean of the McGill Faculty of Medicine, 
president, Guy L. Noyes, University of Missouri, vice- 
president, Fred. C. Zappffe, Chicago, secretary-treasurer. 





The Sanitary units created by the Provincial Govern-— 
ment, with the aid of the Rockefeller Foundation, were 
visited recently by leading physicians of the United 
States and were found to be so well arranged that Dr. 
John Monger, Ohio State Commissioner of Health, stated 
that he would arrange for the State of Ohio to send 
some of its physicians to take study arrangements in 
this province. The units, four in number, are estab- 
lished at Beauce, Lake St. John, Iberville and St. 
Hyacinthe-Rouville and form the health centres for six 
counties. They were the first units to be established 
in Canada and according to Dr. John Ferrell, associate 
director of the International Health Board of the 
Rockefeller Foundation the public is deriving great 
benefit from them. American physicians are sent to 
Quebec to be trained in this branch of work and one of 
them, Dr. Strode, who was in Quebec not long ago, has 


Changes in the Faculty of Medicine of the Univer- 
sity of Toronto are as follows: Professor J. M. D. 
Olmsted has resigned as Associate Professor in the 
Department of Physiology, and Professor Lawrence 
Irving has been appointed to fill this position. 

Dr. D. King Smith has resigned as an Assistant 
Professor in Medicine (in charge of Dermatology), and 
Dr. E. J. Trow has been appointed in his place. 

Dr. M. M. Crawford has been appointed an Asso- 
ciate in Medical Jurisprudence to succeed the late Dr. 
Gideon Silverthorne. 
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ship at Laval University in 1925. 
practise in New Brunswick. 


He intends to 





On August 10th, the New Brunswick Royal Gazette, 
carried the notice of the appointment of Dr. Robert 
Murray Pendrigh as a coroner for the city and county 
of Saint John. 





Dr. A. E. Macauley, Dr. V. D. Davidson, and Dr. 
D. C. Malcolm of Saint John are at present attending 
the surgical clinics at Edinburgh. From there they will 
later proceed to Paris and Vienna. 
absent three or four months. 


They expect to be 
A. STANLEY KIRKLAND 


been appointed on the Health Board of the Rockefeller 
Foundation in Paris. The physicians here were Dr. 
John Ferrell, Dr. John Monger, and Dr. Frank, chief 
of the tuberculosis division of the Ohio Health Board. 





Physical education compulsory for all students of 
the first two years at McGill University will be sus- 
pended for the session 1927-1928, owing to lack of 
accommodation, it was announced recently by Dr. A. S. 
Lamb, director of the department of physical education 
at McGill. The compulsory two hours a week gymnastic 
work or other forms of physical exercise, which were in 
vogue for a number of years, were suspended last fall 
owing to the fact that the gymnasium in Molson Hall 
had been dismantled to house the new psychological 
laboratories, and to make room for the west wing of 
the new Arts Building leaving McGill without a 
gymnasium. The physical examination of all students 
entering the university, however, will be continued as 
in’ the past, and all students will be duly graded accord- 
ing as they are fit for the various forms of physical 
exercise. 





From over 600 applicants for entrance into the 
McGill Faculty of Medicine, 120 students have been 
accepted for admission to the first year course for the 
coming academic year. This year brought the largest 
number of applications ever received, according to a 
statement made by Prof. J. C. Simpson, secretary of 
the Medical Faculty. The new freshman class in medi- 
cine will have representatives from almost every 
Canadian university and many of the States in the 
Union. Many applications have been received from 
students following courses at other schools for ad- 
mission into the senior years in the t‘aculty of Medicine, 
but only a few places are available. The minimum 
requirement for admission to the faculty of medicine 
is two years’ work in the faculty of arts, but the 
majority of the men who have been accepted for the 
coming term have taken a complete arts course leading 
to a degree in arts or science. GEORGE HALL 







The following fellowships and scholarships in medi- 
cine were distributed at the last convocation of the 
University of Toronto. The Charles Mickle Fellowship: 
Henry Hallet Dale, C.B.E., F.R.S., M.A., M.D., F.R.C.P., 
Head of the Department of Biochemistry and Pharma- 
cology under the Medical Research Council. The Ellen 
Mickle Fellowship: was won by Henry Borsook, M.A. 
The J. J. Mackenzie Prize: also by Henry Borsook, M.A. 
The George Brown Memorial Scholarship: was won by 
Theodore Allan Sweet, M. B. The George Armstrong 
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Peters Prize: was won by Henry Borsook, M.A. The 
Chappell Prize for Surgery: was won by William 
Strathearn Keith, B.A. The Faculty Gold Medal: was 
won by Henry Borsook, M.A. The First Silver Medal 
by William Strathearn Keith, B.A. The Second Silver 
Medal by Vincent Abrose Killoran. 





The July meeting of the York County Medical 
Society was held at the Summit Golf Club near Aurora 
on the afternoon of Tuesday, July 26th. The event was 
ladies’ day for tha wives and friends of the Society. 
During the afternoon the ladies of the party indulged 
in Bridge at the Club House, while the doctors played 
around the 18 hole golf course. Dinner was served fon 


all at the Club House at 6 p.m. and Dr. Malcolm 
Cameron of St. Michael’s Hospital Surgical Staff, who 
has recently returned from a visit to Great Britain gave 
a very interesting address on his impression of British 
medical schools, hospitals and surgical work. A good 
time was enjoyed by all present. 





There were in all 67 successful candidates at the 
recent spring examination of the College of Physicians 
and Surgeons of Ontario coming respectively from the 
following universities: University of Toronto, 51; 
Queen’s University, 2; University of Western Ontario, 
8; McGill University, 5; University of Berlin, 1. 

N. B. Gwyn 


MANITOBA 


It is announced that an addition will be made to 
the Shriners’ Hospital at Winnipeg which will increase 
the accommodation to thirty beds. 





Dr. M. J. Ormerod, a graduate of the University of 
Toronto, has been appointed Lecturer in Physiology in 
the Faculty of Medicine, University of Manitoba. 





Dr. Thorston Ingvaldsen, formerly Assistant in 
Biochemistry to Prof. A. T. Cameron, has been able to 
leave the Manitoba Sanatorium at Ninette where he was 
a patient, and is now available for part time duty as 
instructor in biochemistry. 





The Osler Society of Winnipeg has published the 
first volume of its Proceedings, a most praiseworthy 
effort for a society which has just concluded its first 
year. It was started among the internes and technicians 


of the Winnipeg General Hospital and much of the 
success of the organization is due to Dr. Donald 
McEachern, the first president. The Proceedings contain 
addresses on the history and development of medicine 
by internes and members of the attending staff of the 
hospital. The Society is being continued this year with 
Dr. M. B. Perrin as president and Dr. Lennox Gordon 
Bell as secretary: 





Dr. J. E. Pritchard, formerly of the staff of the 
Manitoba Sanatorium and lately assistant in pathology 
at the Winnipeg General Hospital left on August 10th 
for the Montreal General Hospital where he will engage 
in pathological research under Dr. Rhea. 





Prof. C. H. O’Donoghue, Professor of Zoology in 
the University of Manitoba is leaving Winnipeg shortly 
to accept a position as Senior Lecturer in Zoology at 
the University of Edinburgh. Ross MITCHELL 


ALBERTA 


The Royal Alexandra Hospital, Edmonton, has eignt 
internes this year, four graduates of the class of 1927, 
and four who expect to graduate in 1928. 





Dr. H. A. Bercov, who has been doing post-graduate 
work in pediatrics since his graduation from the Univer- 
sity of Alberta in 1925, will practise in Calgary. 





A new wing is being provided the Lamont General 
Hospital by the United Chureh of Canada, which will 
include administration offices and private wards. 





Dr. and Mrs, F. L. Murray of Athabasca, who have 
been spending a holiday in Banff and other mountain 
resorts, were in Calgary for a short time recently. Dr. 
Murray has probably one of the largest areas to 


traverse in his practice of any physician in the west, 
since this extends 250 miles north of Athabasca. He 
looks after the trappers and others in this far country. 





Dr. R. E. Harris of Lamont will represent the 
Alberta Pharmaceutical Association at the annual meet- 
ing of the Alberta Medical Association, and will speak 
on the ‘‘Relation of the doctor and druggist.’’ 





Dr. Clara Christie, a graduate of McGill University 
in 1925, is now practising in Calgary. 





We are pleased to be able to report that Dr. J. 8S. 
McEachern who has been ill for the past three months, 
is making fair progress towards recovery. 

G. E. LEARMONTH 


BRITISH COLUMBIA 


Dr. H. W. Hill, Dr. C. H. Vrooman and Dr. A. 
Lamb have been conducting a survey of tuberculosis 
among the British Columbia Indians. Drs. Vrooman 
and Lamb arrived in Penticton on July 25th, and ex- 
amined Indians there and at Vernon, Kamloops, and 
Merritt. Over three hundred examinations were made, 
physically, by fluoroscope and in some cases by x-ray 


plates. The examinations were made at the Penticton, 
Vernon, and Merritt Hospitals and at Tranquille 
Sanatorium. Dr. Hill followed up the Indians to their 
homes on the Reserve, doing the epidemiological work 
on the tuberculosis cases found by Drs. Vrooman and 
Lamb. Cases of goitre and trachoma were also inves- 
tigated. During the five days Dr. Hill travelled a total 
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of 950 miles, 350 of which were by auto. This investiga- 
tion is made under the auspices of the Dominion Indian 
Department, the Dominion Department of Health, the 
Canadian Tuberculosis Asscciation, the Provincial Board 
of Health of British Columbia, the University of British 
Columbia, the University of British Columbia, the Van- 
couver General Hospital and the British Columbia 
Council on Tuberculosis. The survey will continue at 
intervals during the rest of the year. 


Another extra-mural post-graduate tour throughout 
the province will be carried out jointly by the Canadian 
Medical and British Columbia Medical Associations, in 
September next. Arrangements have been completed 
with Dr. A. Primrose, Associate Professor of Surgery, 
University of Toronto; Dr. Duncan Graham, Professor 
of Medicine, University of Toronto and Dr. W. B. 
Burnett of Vancouver to give the lectures and clinics. 
The itinerary will be as follows: September 1st, Fernie; 
September 3rd, Trail; September 5th, Vernon; Septem- 
ber 7th, Vancouver; September Sth, New Westminster; 
September 9th, Victoria; September 10th, Nanaimo; 
September 14th, Prince Rupert; September 16th, Prince 
George. 

The subjects with which the doctors will be prepared 
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to deal with are as follows: Dr. A. Primrose: (1) In- 
flammation and Tumours of the Breast; (2) Goitre. 
Dr. Dunean Graham: (1) The Anemias; (2) Constipa- 
tion. Dr. W. B. Burnett: (1) Pelvic Pain in Women; 
(2) Toxemias of Pregnancy; (3) Some Common Ob- 
stetric Emergencies. 


The following ruling has just been received by the 
British Columbia Medical Association, from the Com- 
missioner of Income Tax: Administrative ruling No. 8: 
Car allowances for the medical profession. In the 
absence of actual cost records, deductions in respect of 
the operation and maintenance of automobiles may be 
allowed to medical practitioners on the following basis: 
(a) $600.00 per annum, plus depreciation, where the 
gross income returned amounts to less than $12,000.00; 
(b) $750.00 per annum, plus depreciation, where the 
gross income returned amounts to $12,000.00 or more. 
Actual cost will be allowed in any case where satisfactory 
records are produced. 


Dr. M. R. Basted of Vancouver has been appointed 
Medical Health Officer at Nakusp. 
J. Ewart CAMPBELL 


UNITED STATES 


The American College of Surgeons will hold the 
seventeenth Clinical Congress in Detroit, October 3rd 
to 7th. Headquarters will be at the Book-Cadillae and 
Statler hotels, and the meetings will be held at the 
Statler Hotel, and Orchestra Hall. The Hospital 
Standardization Conference will extend from Monday 
morning to Thursday afternoon and will include a 
discussion of hospital and nursing problems and hospital 
demonstrations. Monday evening’s programme will in- 
clude an address of weleome by the local Chairman, the 
address of the retiring President, the inaugural address 
of the new President, and the John B. Murphy oration. 
Clinies in general surgery will be held in the Detroit 
hospitals and also at University Hospital, Ann Arbor, 
each morning Tuesday to Thursday. On Tuesday and 
Wednesday mornings and afternoons, and on Thursday 
morning, clinical demonstrations will be held at the 
Statler Hotel (mornings) and Orchestra Hall (after- 
noons). On Thursday afternoon the annual meeting 
of the Governors and Fellows will be followed by a 
cancer symposium. On Friday afternoon there will bo 
a symposium on traumatic surgery, to be participated 


Animal Tissue After Death—Immunity to 
disturbing disease invasions from the outside 
does not need to end with the death of the ani- 
mal that possesses it, but will live on in a part 
of its tissues if these can be kept alive by arti- 


ficial means. Dr. William Bloom, of Chicago, 
Ill., deseribes, in the Archives of Pathology, an 
ingenious experiment in which he showed that 
bits of a rabbit’s lung, kept growing in a glass 
vessel after the rabbit’s death, were still able to 
kill off disturbing elements against which the 
rabbit had been rendered immune during its life- 
time. In his research, Dr. Bloom substituted 
alien red blood cells, taken from a pigeon, for 
disease germs. He was able to do this because the 
blood of any animal will react toward many out- 


in by leaders in industry, labour, indemnity organiza- 
tions, and the medical profession. On Tuesday evening 
the programme will take the form of a celebration of 
the Lister Centennial. On Thursday evening there will 
be a large Community Health Meeting in the Masonic 
Temple, and on Friday evening the Annual Convocation 
of the College. Other outstanding features will be the 
exhibits. In addition to the commercial exhibits there 
will be a replica of the Lister exhibit at the Wellcome 
Museun of Natural History, London, including Lister's 
operating rooms and hospital wards. The Departments 
of Hospital Activities, of Literary Research, and of 
Clinical Research of the College will also present ex- 
hibits. Among the foreign guests will be Sir John 
Bland Sutton, England; J. M. Munro Kerr, Scotland; 
Gordon Craig, Australia; Gustaf E. Essen-Moller, 
Sweden; S. A. Gammeltoft, Denmark. The retiring 
President is W. W. Chipman, Montreal, and the President 
to be inaugurated, George David Stewart, New York. 
The Lister oration will be delivered by W. W. Keen, 
Philadelphia. The Chairman of the Detroit Committee 
on Arrangements is Alexander W. Blain. 


side substances, especially proteins, very much as 
though they were hostile germs. He made the 
rabbit immune to the injection of these blood 
corpuscles by suitable physiological treatment. 
Further injections of pigeon blood corpuscles 
had no effect on the rabbit; they were simvlv 
destroyed by the white cells in its blood. Then 
the rabbit was killed, and a bit of its lung kept 
going as a tissue culture. Pigeon’s blood was 
placed upon it, and the conduct of the white 
blood ce’ls in the eulture watched through the 
microscope. These minute ‘‘policeman of the 
blood’’ acted as though they were still in the 
living animal, seizing upon the alien corpuscles 
and devouring them.—Science Supplement, May 
7, 1927. 
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Clinical Physiology. Robert John Stewart McDowall, 
M.D. 381 pages, with charts. The D. Appleton 
Co., New York, 1927. 


It is noteworthy that books on the clinical applica- 
tion of physiology are few in number, and yet ob- 
viously between pure physiology and the signs and 
symptoms of disease a bridge is required which needs 
constant renewal. Why, for example, cardiac disease 
should give rise to dyspnea is a phenomena not to be 
explained either in the physiological text-book or in 
the text-book on medicine. It requires some one in 
touch with the work being done in both departments 
and such men are not found any more often than they 
used to be. 

This book, therefore, is a welcome addition to its 
class. It does not pretend to possess the compass of a 
text-book, and so leaves out much detail, making it 
chiefly suitable for the senior student and practitioner. 
It seems almost inevitable that the student with few 
exceptions, will regard his physiological training as 
one of the steps on his ladder which he may con- 
veniently leave behind him after examinations. This 
is due to the pressure of work as his course goes on. 
But when time and experience have allowed him to 
develop some degree of mental digestion he will turn 
again to his primary subjects, his ‘‘institutes of 
medicine’’ in the Scotch phrase, with a different point 
of view; he will want to assimilate rather than 
acquire. To such this book may he highly recom- 
mended. 

There are no long sections on any one subject, 
but Dr. McDowall has managed to compress much into 
a small space. Metabolism, vitamins and growth re- 
ceive a full share of attention. There is an excellent 
chapter on psychology and _ psycho-therapeutics; 
another on protection against disease; another on the 
balance of the endocrine organs which opens with the 
warning sentence (a sadly necessary warning) ‘‘ Prob- 
ably no branch of medicine suffers more from 
hypothesis than does endocrinology’’. 

These are random selections from what is on the 
whole a well designed and clearly treated scheme of 
physiological applications in medicine. 

H. E. MacDERMOT 


Four Thousand Years of Pharmacy. Charles H. LaWall, 
Ph.M., Phar.D., Sc.D., F.R.S.A. 665 pages, 64 
illustrations. Price $6.00. J. B. Lippincott Co., 
201 Unity Bldg., Montreal, 1927. 


The history of pharmacy is so inextricably bound 
up with that of medicine that it is hardly possible 
to deal with them separately at their beginnings. 
When and why they became separated must be ascribed 
largely to that accumulation of knowledge which so 


inevitably leads to specialization. It is to be noted, 
however, that both were and still are subject to the 
same influences, of religion, of magic, of alchemy, and 
of commercialism. And yet, even before any definite 
division was made it seems to have been always under- 
stood that he who prepared the drug was to be 
differentiated from the one who chose and administered 
it. Dr. LaWall speaks of certain ancient Chinese 
religious sects in whose descriptions of the hereafter 
one hell is reserved for pharmacists and one for physi- 
cians. This possibly was provoked by the very sound 
observation of one of their medical authorities to the 
effect that ‘‘if a medicine does not stir up a commo- 


tion in the patient, the disease will not be eured by 
4,2? 


Moscherosch, in 1683, may have had something of 
the same thoughts in his mind when he said of the 
apothecaries: 

‘‘The medicamentia purgantia are the genuine fire 
of purgatorium; the barbers are the devils, and the drug 
shop is a dimunitive Hades, whilst the patient represents 
the poor lost soul. The druggists display in their shops 
slips of paper covered with strange and wonderful 
hieroglyphs that no one can decipher. The directions 
on these papers are universally preceded by Rec. which 
in fact stands for per decem, and means that one pre- 
scription out of ten may help, or more properly speaking, 
that of ten patients, one may escape. They call common 
drugs by strange names to tempt the patient’s curiosity 
and induce him to pay an extra price for the same. 
Their mixtures are frequently so loathsome as to taste 
and odour that one would expect to see the worst disease 
leave the body in haste to escape the contamination.’’ 

Another more detailed distinction between the two 
professions is drawn by Bulleyn, a noted physician in 
the reign of Henry VIII, the period in which the divorce 
between pharmacy and medicine was made with most 
emphasis. 

‘¢The apothecary,’’ says Bulleyn, ‘‘ must first serve 
God; foresee the end, be cleanly and pity the poor. His 
garden must be at hand with plenty of herbs, seeds, and 
roots. He must read Dioscerides. He must have his 
mortars, stills, pots, filters, glasses, boxes, clean and 
sweet. He must have two places in his shop, one most 
clean for physic and the base place for chirurgic stuff. 
He is neither to decrease nor diminish the physician’s 
prescriptions. He is neither to buy nor sell rotten drugs. 
He is to meddle only in his own vocation, and to remem- 
ber that his office is only to be the physician’s cook.’’ 

Bulleyn’s own prescriptions were of a kind to make 
the fullest demand on the pharmacist, as his electuary 
of precious stones shows: this was composed as follows: 

‘Take two drachms of white perles; two little 
peeces of saphyre; jacinthe, corneline, emerauldes, 
granettes of each an ounce; setwal, the sweet root 
doronike, the rind of pomocirton, mace, basel seeds, of 
each two drachms; redde corrall, amber, shaving of 
ivory, of each two drachms; roots of both white and 
red behen, ginger, long pepper, spicknard, folium indicum, 
saffron, cardamon, of each one drachm; cinnamon, 
galinga, zurubeth, which is a kind of setwal, of each 
one and a half drachms; thin peeces of gold and sylver, 
of each half a scruple, musk, half a drachm’’. 

This was made up with honey and roses, and was 
said to make the body smell well and ingender to the 
face a good colour. 

Commercialism, as Dr. LaWall points out has always 
been present in connection with pharmacy, but at present, 
he thinks, seems to have reached the highest point 
possible. One cannot help thinking that in whatever 
respect the pharmacist erred in earlier days he exercised 
a degree of imagination in the compounding of his 
draughts which is quite lacking in, let us say, our poly- 
glandular tablets: not but what the imagination is 
given the fullest possible play in regard to the effects 
of these. 

In spite of its somewhat discursive nature this book 
is readable and will repay investigation. The style is 
a curious mixture of the formal and the colloquial, as if 
the writer felt at times that his attempt to inspect such 
a large period of history called for occasional stiffness, 
whilst his aim was really to be as informal as possible. 
Considering how much of his book is based on discoveries 
of ancient remains it is a little severe of Dr. LaWall 
to speak of ‘‘ official grave robbers whom we now ealled 
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archeologists’’. But these are minor points of criticism 
of a work which should assuredly fulfil the hope of the 
author in encouraging among students and pharmacists 
‘*some desire to know more of the history of their 
profession. ’’ H. E. MacDERMOT 


Manual of Emergencies Medical, Surgical and Ob- 
stetric; Their Pathology, Diagnosis and Treat- 
ment. J. Snowman, M.D., M.R.C.P. 361 pages. 
Second edition. Price $2.00. John Bale, Sons & 
Danielsson, Ltd., London. The Macmillan Co. of 
Canada, Toronto, 1926. 


The author has arranged in a thin pocket-book 
form of less than 350 pages the urgent conditions met 
with in medicine, surgery and obstetrics. The signs, 
symptoms and differential diagnosis and appropriate 
treatment are clearly outlined in accordance with 
standard British teaching. Fractures, dislocations and 
morbid conditions in themselves not dangerous to life 
have purposely been excluded. 

The manual is highly recommended as a part of 
the general practitioner’s equipment, and as a book 
that the specialist in any branch should read, to refresh 
his memory and enable him to have a eross-section 
knowledge of emergencies and their modern treatment. 

A. D. CAMPBELL 


Mineral Waters of the United States. William Edward 
Fitch, M.D. 799 pages, illustrated. Price $8.50. 
Lea & Febiger, Philadelphia and New York, 1927. 


A vigorous protest is made in this volume against 
the steady exodus from the North American continent 
to Europe of those seeking recuperation at spas and 
health resorts. Dr. Fitch blames the profession to a 
large extent for this condition of affairs. They should, 
he says, be aware of the fact that many of the 
American spas and waters ara just as good, and in 
some cases are better, than those to be found abroad. 
His book should go far towards supplying reliable and 
comprehensive information regarding the American spas 
and mineral waters. He goes into the history, location, 
analysis, classification and therapeutic properties of all 
the active springs in the country, as well as the clinical 
uses for which the baths are adapted. 

A special chapter is devoted to the radio-activity of 
mineral waters, with an interesting reference to the 
observation made long before the discovery of radium, 
that certain mineral waters contained a substance not 
to be detected by chemical analysis of the time, but 
giving undoubted evidence of its presence both thera- 
peutically and also by reason of the fact that the 
waters could be ‘‘inactivated’’ by various methods, 
chiefly by removing them from their source. 

The book is to be highly recommended for its 
thoroughness and detail both as regards the sources of 
mineral waters, and the uses to which they may be put. 

H. E. MacDERMOT 


Joseph, Baron Lister. 
Turner, M.D., LL.D. 


London, 1927. 


Centenary Volume. A. Logan 
182 pages. Oliver & Boyd, 


This authoritative work edited by Professor Logan 
Turner for the Lister Centenary Committee of the 
British Medical Association, represents the splendid 
undertaking of the Edinburgh School of Surgeons, to 
pay homage to the memory of the great Lister in this 
his centennial year. As Professor Logan Turner re- 
marks, ‘‘the main idea underlying the preparation of 
this book has been to reproduce partly by transcribing 
his own words and partly through the language of 
others, the surgical conditions of the period, his labours 
to solve the problem of sepsis ,and the successful 
realization which attended his efforts. In the series of 
pen pictures by those who were closely associated with 
him, it is possible to obtain an impression of the 
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nobility of his nature, his gentleness and modesty. In 
these reminiscences are vividly portrayed his constant 
pre-occupation, his perseverance and ceaseless efforts, 
his passion for truth and ascertained fact, and through- 
out all, his complete confidence, in spite of all opposition, 
in the ultimate universal acceptance of the great principle 
on which he founded the antiseptic system.’’ 

Among those who have contributed to this volume 
are Sir George T. Beatson, of Glasgow, who has written 
an admirable biographical sketch of Lister; Professor 
Alexander Miles, of Edinburgh, in a chapter entitled 
‘‘Before the dawn’’, graphically describes the period 
just prior to the dawn of antisepsis, when Lister first 
came to Edinburgh in 1853. Professor Sir Edward 
Sharpey-Schafer, in a chapter on ‘‘Lister as a physio- 
logist,’’ tells of the influence on Lister’s career and 
scientific inclinations, of his father, Joseph Jackson 
Lister, of Thomas Graham, of Wharton Jones, and of 
William Sharpey. He also deals with Lister’s early 
researches in physiology when at University College, 
London, as well as those of a later period, and the 
influence which these had on the development of his 
germ theory, due in great measure to the fact that he 
was able to apply accurate methods of observation. 

Professor John Fraser, of Edinburgh, contributes 
a noteworthy article on ‘‘The influence of Lister’s work 
in surgery,’’ in which he treats ‘‘with the less concrete 
influences of his work; what ona may term the philoso- 
phies of his genius, those great principles of his 
personality which will live long after experiment and 
result have been forgotten.’’ 

Though every chapter in this authoritative work 
bears the stamp of high rank in literary effort, yet the 
main charm lies in the several ‘‘Reminiscences of the 
‘Chief’ ’’ by his former dressers, clerks, and house 
surgeons at the Royal Infirmary, Edinburgh, and in 
King’s College Hospital, London, between the years 
1873 and 1878. 

In this list are the names of men of wide reputa- 
tion, including Professor Rutherford Morison, the late 
Professor Francis M. Caird, Professor John Stewart of 
Halifax, Dr. F. le M. Grassett, and Dr. E. St. George 
Baldwin, both of Toronto, Dr. T. R. Ronaldson, Sir 
William Watson Cheyne, Dr. Chas. E. Douglas, Dr. W. 
Henry Dobie, Mr. R. Hamilton Russell. 

On reading these ‘‘Reminiscence of the ‘Chief’ ’’ 


‘one learns in what high regard Lister was held by the 


men who were intimately associated with him in his 
hospital work, and what a profound influence he had on 
each one. I need only quote from Professor John 
Stewart’s words ‘‘Our love, cur loyalty and our 
reverence for him call us to proclaim our estimate.’’ 
This splendid volume is beyond criticism, it stands in a 
class by itself and only adds to the world’s appreciation 
of this great man of genius. G. E. LEARMONTH 


Lister and the Lister Ward in the Royal Infirmary of 
Glasgow. 132 pages, with plates. Price $5.00. 
Macmillan Co. of Canada, Toronto, 1927. 


This volume is one of great interest, and is a 
fitting contribution to tha Lister Centenary, by repre- 
sentatives of the Glasgow Lister Memorial Committee 
and others. 

The raison d’étre of this work is given by the 
Right Honourable Lord Blythswood in his introduction, 
who relates that ‘‘Shortly after Lord Lister died, a 
committee of which I was a member, was immediately 
appointed to consider what steps should be taken to 
commemorate in Glasgow Lister’s memory, and one of 
the first suggestions made was that one of the wards 
in the Glasgow Royal Infirmary, where Lister’s anti- 
septic system was first put into practice, should be 
presented and utilized as a museum for Lister’s relics, 
and articles illustrating the progress of surgical science 
since his day. It was also felt that this ward would 
in years to come, be an object of affectionate pilgrimage 
and grateful reverence. This suggestion was universally 
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supported and awakened world wide interest. As a 
result of the negotiations which took place between the 
Glasgow Lister Committee and the managers of the 
Glasgow Royal Infirmary, it was learned with amaze- 
ment and consternation that the managers had resolved 
to demolish the ward, and they turned a deaf ear to 
the entreaties that came from the most influential 
gharters both in Glasgow and elsewhere. It is in order 
to dissipate any idea that the citizens of Glasgow as a 
whole were responsible for the demolition of the ward, 
or were insensible to its great potential value as an 
historical asset, not only in connection with the memory 
of Lister, but as a landmark in the progress of medical 
and surgical science, that it is felt to be necessary to 
put on record for all time the fact that the responsibility 
for this supreme act of vandalism lies at the door of a 
comparatively small majority of the total number of 
the managers constituting the Board of the Glasgow 
Royal Infirmary in the year 1923.’’ 

To Mr. A. Ernest Maylard, honorary’ consulting 
surgeon to the Victoria Infirmary, Glasgow, is due 
‘the inspiration and inception of this volume.’’ From 
his pen there is an excellent, though necessarily briet 
biography of Lord Lister, in which many facts of 
unusual interest are set forth. 

The same writer also tells in a separate chapter of 


the efforts put forth for the preservation of the Lister- 


ward, which was on the ground floor of the North Block 
of the new surgical hospital opened in 1864. Of the 
failure of the managers to preserve this link with so 
much that was not only of epochal but of historical 
value, no explanation has ever been vouchsafed. 

James Morris, Architect, gives an extensive history 
of the Royal Infirmary of Glasgow, from the time of 
its institution in the last quarter of the eigtheenth 
century to the present time. There are numerous plans 
and fine illustrations of the various buildings which 
James Adam and other famous architects designed. 

The historical ward known as Lister’s Male 
Accident Ward, number 24, is shown as it was in the 
days when Lister laboured there with such momentous 
success. This ward was, until the time of Lister’s 
death in 1912, in.much the same condition, with the 
exception of the furnishings, as when he was in charge. 
Many mementos from this source are at present in the 
Wellcome Historical Museum in London, where an 
accurate reconstruction of the original ward has been 
made, containing the actual furniture and articles, beds, 
chairs, stools and other ward utensils, such as the steam 
carbolic spray producer, a splint for excision of the 
wrist for caries, model of the old operating table used 
by Lister when he was at the Glasgow Royal Infirmary 
(1861-1869). It is not to be wondered at that the 
medical profession and citizens of Glasgow, felt keenly 
the needless demolition of the building wherein the 
greatest surgeon the world has known, revolutionized 
the practice of surgery. In this connection there are 
quoted the lines of Professor Gilbert Murray’s transla- 
tion of ‘‘The Trojan Women’’. 

‘*Ye that cast 

Temples to desolation and lay waste 
Tombs, the untrodden sanctuaries where lie 
The ancient dead; yourselves so soon to die.’’ 


This centenary volume which has been so carefully 
and thoughtfully prepared, and which contains so much 
that is of value from the historical standpoint, should 
be read by the followers and admirers of Lister, the 
world over. G. E, LEARMONTH 


Lister as I Knew Him. John Rudd Leeson, M.D., C.M., 
M.R.C.S. 242 pages, illustrated. Price 8/6 net. 
Bailliere, Tindall and Cox, Lendon, 1927. 


Dr. Leeson brings out many interesting points in 
the life of one whose character and work has been so 
closely scrutinized of late. Lord Lister apparently was 
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not a ‘‘popular’’ consultant, certainly not a fashionable 
one. That seems surprising at first, and then one 
remembers that consulting does not necessarily call for 
the qualities which made Lister what he was. With 
pardonable hyperbole, the author says ‘‘one cannot 
consult with a deity’’. 

The story is told of Dr. Leeson’s being asked by a 
madman ‘‘Are you Allopathy?’’—‘‘Not  exactly’’. 
‘*Then you are Homeopathy I suppose’’. ‘‘No, cer- 
tainly not that’’. ‘‘Then possibly Electropathy o 
Hydropathy?’’ And then it was explained to him that 
the doctor was bound by no system, because medicine 
has none. ‘‘Ah’’ was the reflective reply ‘‘the thing 
for the patient is sym-pathy.’’ That is the Pathy for 
him. In no one more than in Lister was that ‘‘pathy’’ 
cultivated. One of his sayings was ‘‘Never ask a 
patient if he has had syphilis. If you know your work 
there will be no need to do so, and why add to the 
poor fellow’s transgressions by tempting him to tell a 
lie: surely he has done wrong enough already’’. 

One more incident may be quoted from Dr. Leeson’s 
reminiscences. One day a little girl was brought to 
Lister for treatment and on undressing her a flea was 
found on her back. ‘‘A merry twinkle crept into his 
eyes—he drew back, arched his shoulders, lowered his 
head, carefuly moistened his thumb and middle fingers 
with the tip of his tongue, pounced and caught it, and 
turned to us with a smile of undisguised triumph. I 
need hardly say that it was drowned in 1:20!’’ He 
dwells on the detail of moistening the fingers as being 
so characteristic of Lister’s care in small things; the 
characteristic which was so constantly in evidence in him. 

H. E. MacDermor 


Harelip and Cleft Palate. Matthew N. Federspiel. 
B.Se., D.D.S., M.D., F.A.C.8., F.A.C.D. 200 pages, 
illustrated. Price $5.00. The. C. V. Mosby Co., 
St. Louis, 1927. 


This book represents a fairly good contribution to 
the literature of this subject, although a great deal has 
been written on it in the last twenty years. It is good 
because it presents the considered opinions of one who 
has had apparently a large experience and has come to 
definite conclusions concerning the best methods of 
treatment. It possesses an added value in that it is the 
work of a very competent dentist, and it can not be 
denied that the expert dentist should have a great deal 
to say in the proper management of cases of cleft 
palate, although his expert knowledge is not so 
applicable in regard to harelip. Dr. Federspiel is ap- 
parently much more than a dentist become surgeon. 
His titles include those of B.Se., M.D., F.A.C.S., as 
well as D.D.S., and he is Professor of Oral Surgery in 
Marquette University, and Oral Surgeon in the Mil- 
waukee Hospital. 

As to the book itself, consisting of two hundred 
pages, we find sixty-four pages devoted to the history, 
etiology, morphology, anatomy and physiology of harelip 
and cleft palate; about thirty pages to the surgical 
treatment of cleft palate, and another thirty-five to the 
non-surgical treatment of cleft palate; this last is 
particularly concerned with the use of obturators and 
artificial vela. The last part of the book is made up of 
reports of cases. 

It can not be said that there is anything particularly 
new in the book, but the subject as a whole is well 
presented. Only a selection of the standard methods is 
described, and the author picks cut among these the 
one which he prefers and adds occasionally some 
modification of his own. These modifications are chiefly 
of a mechanical nature in the conduct of the operation; 
for instance he is strong upon the necessity of relieving 
tension in the suture of the cleft palate by means of 
two extra stay sutures, and for this purpose presents 
a particular small plate of his own. The principle, and 
even the plate, is not new. 
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One of the best paragraphs is that which is the 
result of his dental knowledge, and concerns the non- 
surgical treatment of cleft palate with various types of 
obturators and artificial vela. Many of these are care- 
fully and thoroughly described, but at the end of it 
all he declares that he much prefers a surgical operation 
to lengthen the palate, by utilizing the palato-pharyngeal 
muscles. This idea is not new and the writer can 
support it from his own experience of many years. If 
there remains an inoperable cleft in the hard palate, 
Dr. Federspiel prefers to use the combined method of 
an obturator for the hard palate with the surgical 
lengthening of the soft palate just mentioned. 

With regard to the primary closure of complete 
clefts, he is in favour of the Langenbeck operation, 
but with either no, or very small, lateral incisions. He 
condemns Brophy’s method strongly, and does no more 
than mention Lane’s method. 

Altogether a surgeon will find in this book a great 
deal of help. One would have liked greater detail in 
the description of operative technique, which is not 
infrequently too meagre for complete comprehension, and 
one would have liked a fuller record of the results 
obtained in his cases. For instance he confesses to 
some failures in the cleft palate operation, but gives 
no statistics. 

The book is presented in reasonably good English 
and the publishers have done their work well. 

E. W. ARCHIBALD 


Diseases of the Digestive Organs. Charles A. Aaron, 
Se.D., M.D., F.A.C.P. Fourth edition. 927 pages, 
172 illustrations. Price $11.00. Lea & Febiger 
Co., Philadelphia, 1927. 


This is a very useful book for the general practi- 
tioner. About tha size of Osler and McCrae (Practice 
of Medicine) it covers the subject without excessive 
references or diffuse labouring over controversial points. 
Yet the opinions of various authors are given without 
prejudice, sometimes when one feels sure that the writer 
cannot value them highly. There is little space used 
for anatomy, considerable for physiology and a generous 
share for the description of diagnostic and treatment 
methods before the ‘‘ Diseases’’ themselves are discussed. 
Abnormal conditions of the mouth and esophagus are 
well taken up, and chapters are devoted to affections of 
the liver and pancreas that have a bearing on the diges- 
tive processes. Finally after dealing with parasites, 
the rectal and anal lesions are described and their 
treatment detailed. 

The digestive disorders of the stomach and bowel 
usually recognized, are taken up in order from above 
down, and while little that is new is found, one feels 
that the information supplied is sound. The reader will 
find plentiful suggestion as to the use of remedies as 
well as instruction in selection of diets, and general 
regimen. 

The etiology of functional disturbances such as 
hyperacidity and abnormal motility are still imperfectly 
known, but the author has explained them as far as 
possible. It might be advisable in such a book as this 
to devote a little more space to the relation of certain 
digestive symptoms to the general diseases in which they 
are prominent, as for instance the anacidity found in 
pernicious anemia, and the anorexia and nausea in 
Addison’s disease. One expects to find the available 
information on a digestive feature in a book on digestive 
diseases although the disease may not be essentially 
digestive. F. A. YounG 


An Introduction to the Study of Experimental Medi- 
cine. Claude Bernard. Translated by Henry 
Copley Greene, A.M. 226 pages. Price $3.25. 
The Maemillan Co. of Canada, Toronto, 1927. 


The translation into English of this most important 
classic in physiology makes more easily available much 
of the general knowledge of the scientific method that 
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forms so important a part of the equipment of the 
medical investigator. 

Besides its inevitable appeal to those who have 
chosen the pursuit of knowledge as their ‘‘sole torment 
and sole happiness’’, the book offers an opportunity 
for an understanding of the scientific method and the 
psychology of the man of science himself, by that large 
class of the well-informed who happen to be outside of 
the medical profession. 

The book is pre-eminently an expression of Claude 
Bernard’s own confession of faith, Among the most 
interesting features of the book are the simple, matter- 
of-fact descriptions of some of his epoch-making dis- 
coveries, to wit; the presence of glycogen in animal 
livers, the conversion of herbivores into carnivores while 
fasting, the physiological action of curare, and numerous 
others. 

The contents of the volume is divided into threo 
parts. Part One deals with the distinction to be made 
between observers and experimenters, and includes a full 
discussion of the principle of philosophic doubt whereby 
the experimenter maintains an absolute freedom of 
mind, and holds firmly to the spirit of scientific de- 
terminism; however recondite the phenomena, the 
limits of the complete expression of physiological be- 
haviour rest only in the difficulty of the task with our 
present knowledge. 

Part Two deals with the subject of experimentation 
with living beings, and includes a terse version of the 
position necessarily taken by those in experimental 
medicine with regard to the subject of vivisection. This 
battle that must be continually rewon against an in- 
dignant, even though sincere, ignorance, is here touched 
upon in a way that is so non-controversial as to create 
the impression that all people necessarily see such 
truths aright. The author’s contempt for the statistical 
method as conducive to the enhancement of active ex- 
perimental sciences has occasioned the remark by L. J. 
Henderson, in the introduction tu the book, ‘‘that his 
discussion of statistics could hardly be written to-day ’’; 
but the lesson he teaches should not be wholly lost even 
in view of the modern development of the statistical 
method. 

But for a few exceptional instances it requires an 
effort of the will to believe that this classic was written 
in the nineteenth century—so modern and prophetic is 
its vision, so substantial is its usefulness at the moment. 

SIDNEY BLIss 


The Physiology of Mental Disorders. Abraham Myer- 
son, M.D. 134 pages. Prices $1.55. Macmillan 
Co. of Canada, Toronto, 1927. 


It is possible that this little book, very obviously 
written for popular consumption, may have been 
inspired by a sense of dissatisfaction with Hart’s 
Psychology of Insanity. The latter, a very fine little’ 
book, suffered from an inappropriate title, one that 
suggested the final word, in that it was labelled The 
Psychology instead of A Psychology and again, wronged 
the book by the use of the essentially legal concept 
‘‘insanity’’ instead of the more diffuse, but in this 
instance more suitable term ‘‘mental disorder’’. 

The latter difficulty has been avoided by Dr. 
Myerson but he has doubly offended in the first part of 
the title: (1) by again using the definite article which 
inevitably suggests completeness; and, (2) by using the 
word Psychology at all, since there is little real 
psychology in the book, and in cone place the author 
states that psychology is of secondary interest only in 
the study of mental disorder. 

While the stickler for correct diction, the psycho- 
logist and the psychiatrist could without difficulty find 
reason for some quiet little quarrels with Dr. Myerson, 
we must remember that the book was not written for 
such as these, but is as the author states, an attempt 
to ‘‘stimulate intelligent non-professional interest in a 
serious subject’’ viz., mental disease. As such it ought 
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to prove acceptable. Quite an extensive section of the 
reading public is hungry for information such as Dr. 
Myerson supplies and his glib, epigrammatic style is, 
generally speaking, the most successful for the presenta- 
tion of technical subjects to non-technical readers. 

The first half of the book deals with the symptoma- 
tology and description of the various types of mental 
disorder, including the psychoneuroses. The latter 
portion contains discussions of psychoanalysis, crime and 
psychiatry, heredity and mental hygiene, that are charac- 
terized throughout by fairness and clarity. The public 
must be greatly confused at the variety of opinions 
upon these subjects and authoritative statements are 
needed. 

Dr. Myerson places his finger accurately upon the 
real contribution of Freud, when he emphasizes the 
focussing of attention on indwidual problems. It is 
refreshing, too, to find him taking an attitude of re- 
proof toward those too vocal psychiatrists who, especially 
in connection with crime, ‘‘pretend to be able to do 
too much’’ and who, by the failure of their immature 
pronouncements, awaken in the public an _ inevitable 
resentment, that is indiscriminately turned on all 
psychiatrists including those whose efforts are directed 
solely in the direction of aiding in the suppression of 
crime; and who have no hope nor theory for the 
immediate reformation of law or society. 

While the title does not accurately indicate the 


contents, the book has a commendable purpose and will. 


more nearly fulfill that purpose than most other popular 
presentations. A. T. MATHERS 


Physicians of the Mayo Clinic and Mayo Foundation. 
578 pages, with portraits. Price $7.75. London 
and Philadelphia: W. B. Saunders Co. McAinsh 
& Co., Toronto, 1927. 


This volume gives succinctly the biography and 
bibliography of the various Fellows, members and ex- 
members of the staff of the Mayo Clinic and Foundation. 
No attempt is made to elaborate on any of the works 
of the staff and no eulogy is offered. The inclusion of 
the photograph of each member is commendable. It 
gives the occasional visitor to the clinic an opportunity 
to visualize a particular individual, which the mass of 
detail in the clinic might permit one to forget. 

The biography is severe to a degree in its lack of 
embellishment. The bibliography affords a ready 
reference to the immense amount of medical literature 
that has been disseminated from this institution. The 
geographical index points out that medical men and 
women have come practically from the four corners of 
the earth to this Mecca of medical thought and action 
where they may learn from the coterie of teachers and 
instructors the principles and practices which have been 
proven worth while. 

The book is refreshing in its simplicity and 
straightforwardness, and while it is perhaps more in- 
teresting to those whose names it includes, yet to all 
who seek to know, it is a ready reference to Who’s Who 
at Mayo’s. T. A. RoBINSON 


City Health Administration. 
524 pages. Price $6.00. 
Toronto, 1927. 


Carl E. MeCombs. M.D. 
Maemillan Co. of Canada, 


This book is divided into three parts: Municipal 
Health Functions; the Organization and Administration 
of Sickness Preventive Functions; the Organization and 


Administration of Sickness Treatment Functions. 
over half the book is given to the second part. 

The author has been a member of the staff of the 
New York Bureau of Municipal Research and Training 
School for Public Service since 1912. He has drawn 
upon the wor kof this bureau ‘‘to point the moral 
and adorn the tale’’. This has been done ffectively 
and makes clear the author’s statements. 


Well 
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The book is not a manual of public health technique, 
but is written for ‘‘those interested in government, who 
are still in the elementary grades as far as their 
knowledge of public health work is concerned’’. Be 
cause the author approached his task from this stand 
point, the book has the distinct advantage of giving a 
simple, clear presentation, and, at the same time, with 
out unduly expanding the volume, space has been taken 
to explain the various points raised. The fact that th: 
author makes clear his own opinion does not imply that 
he overlooks that of others. In most instances, the text 
is finally summarized numerically in a clear, concise form. 


The chapters which deal with municipal re 
sponsibility, the relationship of public health to public 
welfare, the place of the hospital in the communit) 
and, particularly, those which touch on general municipa! 
government and Boards of Health are of particular 
interest and value. 

The author holds that the municipality is responsible 
for the care and treatment of the poor sick or disabled; 
for those suffering from communicable diseases, whether 
indigent or not, who require hospital care; and for 
hospital care and treatment of those tuberculous pa- 
tients for whom such is required. 

He advocates the bringing together, for administra- 
tive purposes, all health and welfare services into one 
department of public welfare. In general, he is op- 
posed to Boards of Health as unnecessary encumbrances 
to the Health Officers. 

In Part II, separate chapters are devoted to the 
various activities of a Health Department. Their 
function and procedure are explained and there is a 
discussion of the merits of the common practices, with 
details of organization. 

In considering the question of hospitals, the author 
makes clear his opposition to lump sum grants by the 
municipality in favour of payment on a service basis. 
The importance and place of the hospital as an educa- 
tional centre are stressed. 

The book is easily read, the index is good and a 
selected bibliography is included. It will be read with 
interest and profit by all engaged in public health and 
hospital work, and by those who are interested in the 
problem of municipal government, particularly from a 
public welfare viewpoint. A. GRANT FLEMING 


Les Syndromes Névropathiques. A. Hesnard, Profes- 
seur de Clinique des Maladies Nerveuses a 1’ecole 
d’application du Sérvice de sante de la Marine. 
250 pages avec 23 figures dans la texte. 40 fr. 
Gaston Doin & Cie., Paris, 1927. 


This is the first French medical manual devoted 
solely to the consideration of the neuroses and psycho- 
neuroses. Though the subject is divided into the cus- 
tomary headings, the treatment of it is a series of 
syndromes considered in great detail. 


It is the author’s claim that the neuroses, and 
psvehoneuroses have hitherto not had a home of their 
own, and have been tagged on indifferently to the 
neurologists and internists on the one hand, and the 
psychiatrists and psychologists on the other, each of these 
giving the subject the colouring of his own specialty, 
thus distorting it and in a sense robbing it of its 
individuality. This, in a detailed study, the author 
strives to correct in such a way as to present the subject 
in a self-contained manner so as to appeal not merely 
to the specialists already mentioned, but even to the 
general practitioner who seeks a clearer comprehension 
of eonditions with which his practice brings him into 
daily contact. 

There can be no quarrel with the book in regard to 
lack of detail even to the extent of occasional repetition, 
but this rather offers an advantage in respect to clear- 
ness in what is admittedly a difficult subject. 

Under the main heading of ‘‘Treatment of the 
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Neuropathic Syndromes’’ we 
(1) Physical treatment. (2) Traditional moral (mental) 
treatment. (3 The scientific mental treatment of the 
neuroses along psycho-analytic lines. The author has 
been a pioneer in the psycho-analytic approach and 
treatment of these conditions among his French con- 
fréres, who have perhaps been amongst the slowest of 
Europeans to grant it recognition. However, that 
recognition though tardy is now fairly extensive, but 
stripped of many excrescences with which its less con- 
servative devotees in other countries have laden it. 

This acceptance of the Freudian method, (in 
addition to methods previously in vogue) is, however, 
not new to English readers. Another note that the 
author strikes, if not altogether new, is impressive from 
the importance he accords to it, and that is the con- 
sideration of many ailments, particularly digestive, 
respiratory and cardiac which undoubtedly have a basis 
of nervous disturbance, and which physicians in general 
obstinately persist in treating as organic diseases, 
without reference to, or perhaps even suspicion of their 
real origin. 

There are other phases of this manual well worthy 
of consideration by the reviewer were it not for the 
limitations of space. In any case, this work is probably 
as full, as modern and as careful as any existing on 
this subject, and may well serve as a text-book subject 
to later findings in connection with the neuroses and 
neuropsychoses. It is to be hoped that in the near 
future a translation will be available for English 
readers. NORMAN VINER 


have the subheadings: 


Birth Injuries of the Central Nervous System. Part 
I. Cerebral Birth Injuries. Frank R. Ford. Part 
II. Cord Birth Injuries. Bronson Crothers and 
Marian C. Putman. William & Wilkins Co., 
Baltimore, 1927. 


This little book of 164 pages consists of two parts. 
The first, dealing with cerebral lesions and their results, 
is by Dr. Ford of Johns Hopkins Medical School, and 
consists of a careful analytical study of our present 
knowledge of the causes and results of cerebral birth 
injuries. Their relation to intracranial hemorrhages, 
epilepsy, mental deficiency and the various forms of 
plegias is considered carefully and critically. A number 
of case histories and anatomical findings are appended. 

The second part is by Dr. Bronson Crothers and 
Dr. Marion Putnam of Harvard Medical School. It 
deals with birth injuries of the spinal cord, and em- 
phasizes the frequency and importance of this hitherto 
almost neglected subject. The dangers of breech 
presentation and traction on the body of the child are 
considered from the physiological and pathological 
aspects. ‘‘Traction upon a part of the fetus already 
delivered against the resistance of the part stili within 
the birth canal is an entirely unphysiological procedure’’ 
and is often fraught with dire results. Numerous case 
reports are given illustrating the various types of lesions 
that may result from laceration of the cord. 

The book will be of great interest and assistance 
to obstetricians, pediatricians, neurologists and ortho- 
pedic surgeons. It is well illustrated and very readable. 

L. M. Linpsay 


The Cause and Cure of Speech Disorders. James 
Sonnett Greene, M.D., and Emilie J. Wells, B.A. 


458 pages, illustrated. Price $5.00. The Mac- 
millan Co. of Canada, Toronto, 1927. 
This work is divided into four parts. The first is 


more or less introductory giving an outline of the scope 
of the book and a brief indication of the conditions 
subsequently discussed. The second and third divisions 
deal with stuttering and stammering respectively, while 
the last is briefly devoted to the voice. 

The interpretations of these conditions is somewhat 
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different from that which is ordinarily accepted. 
Stuttering is described as an abnormality of speech due 
to emotional instability in an individual with intellectual 
faculties below the average. Stammering is defined as a 
disorder caused by an organic lesion of the higher 
psychical centres, the peripheral nerves or the organs 
connected with the mechanism of articulation—aphasia 
plus dysarthria. The chapters on stammering are some- 
what disappointing as they deal for the most part with 
correct phonation, articulation and pronunciation, to- 
gether with exercises for the accomplishment thereof. 
There is much of real value in the section on stuttering. 
It is based on an extensive clinical experience and is 
lucid, logical and convincing although the portion devoted 
to treatment might, with advantage be more specific. 

The work is dedicated to the stutterers and by 
design is addressed not only physicians and teachers 
but to the patients as well, a circumstance which adds 
materially to the difficulty of presentation, but on the 
whole the authors have succeeded very well. 

The arrangement of the book as well as the printing 
and paper are excellent. FREDERIC BRODIE 


Medical Laboratory Methods and Tests. Herbert 
French, M.A., M.D., (Oxon.), F.R.C.P. (Lond.), 
and Tallent Nutthall, M.D. (Lond.). Fourth 
Edition. 246 pages. Price $2.25. The Macmillan 
Co. of Canada, Toronto, 1927. 


This book briefly describes the usual clinical labora- 
tory tests necessary in every day practice, gives 
formule for reagents required, and explains the signifi- 
eance of the findings. In addition there are short 
concise chapters on Parasitology, the Opsonic Index, 
Blood Grouping for Transfusion, Blood Urea and Blood 
Sugar Estimation, and the Vardenberg Reaction. Since 
the book is intended primarily for the use of students 
and general practitioners, the list of reagents and equip- 
ment prescribed is limited to the simplest essentials, a 
decided advantage in enabling such a volume to fulfil 
its purpose. A. H. MacCorpick 


Overcoming Tuberculosis. An Almanac of Recovery. 
Gerald B. Webb, M.D. and Charles T. Ryder, M.D. 
Third edition. 80 pages, 106 charts. Price $2.00. 
Paul B. Hoeber, New York, 1927. 


This is the third edition of the helpful guide to 
recovery which appeared in the earlier editions under 
the title ‘‘Recovery Record’’. There are some slight 
changes in the text which should serve to make the 
manual of greater service to patients in general. The 
writers make clear to the tuberculous why and when 
they should rest, when exercise is to be begun and how 
increased. The thoughtful patient will derive much 
benefit from it, and the physician will find it a great 
aid in securing proper co-operation. The two hundred 
odd quotations which serve as guide posts and words of 
wisdom will be appreciated by the patient who is under- 
going a prolonged rest cure. J. H. ELuiorr 


Surgical Clinics of North America, vol. vii, no. 2. 
Cancer Number. W. B. Saunders Co., Philadelphia 
and London. MeAinsh & Co., Toronto, April, 1927. 


This Philadelphia number is devoted mainly to the 
consideration of cancer. A report of a Clinico- 
Pathological Conference is one of the most interesting 
features of this volume. A large amount of space is 
also given to the consideration of the treatment of 
neoplasms with x-rays and with radium. A chapter on 
the early diagnosis of cancer of the heart deserves 
mention. Cancer of the: sinuses, tonsils, larynx, and 


also various tumours of the skin are well covered. 

On the whole the usual standard of the book is 
well maintained. The illustrations are probably better 
L. H. McKtu 


than usual. 


